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How much blood loss a patient can withstand depends on many 
factors. However, the wisdom of holding blood loss to a minimum 
is generally accepted. | 

Preoperative Adrenosem helps preserve every precious drop of 
blood and lessens the need for transfusions, both during and after 
surgery. It provides a clearer operative field, facilitating the pro- 
cedure and shortening operating time. Postoperatively, Adrenosem 
reduces seepage and oozing.t 

Adrenosem’s high index of safety, with no contraindications at 
recommended dosage levels, establishes it as a standard preventive 
measure in any procedure where bleeding may present a problem. 
{Bibliography and detailed litsrature available on request. 


| too much 


SUPPLIED: 

AMPULS 5 mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 

TABLETS 1 mg. (s.c. orange): bottles of 50 
2.5 mg. (s.c. yellow): bottles of 50 


SYRUP 2.5 mg. to each 5 cc. (1 teaspoonful): 4 oz. bottles 


drenosem” 


SALICYLATE 


(Brand of carbazochrome salicylate) 
controls capillary bleeding 
*U.S. Pat. Nos. 2581850, 2506294 


THE Ss. &. Mi ASSENGILL COMPANY, Bristol, Tennessee +» New York + Kansas City + San Francisco 
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Resurrection Hospital in Chicago, Illinois uses a 60-ton capacity Carrier absorption unit powered by steam 


» 


from a gas-fired boiler to supply chilled water for air conditioning, 


In hospitals from coast to coast...GAS and CARRIER 3 
absorption refrigeration cut the cost of year ’round air conditioning 


Now you can air-condition your hospital all year 
’round with only one source of energy for both heat- 
ing and cooling... your gas-fired boiler. That’s the 
cost-cutting beauty of Gas-operated Carrier absorp- 
tion refrigeration. 

The Carrier absorption unit has no major moving 
parts. No prime mover is needed. Quietly, efficiently 
it converts steam or hot water from a gas-fired 
boiler into chilled water for cooling air in summer. 
The same boiler delivers steam for heating in win- 
ter. All year long it supplies steam tees 
for sterilizers, laundry and other 
hospital needs, using seasonably idle 
or excess boiler capacity. Andthrifty 
gas keeps fuel costs low. 

Put your heating system on a year 
’round paying basis now with Gas- 
operated Carrier absorption refrig- 
eration. For details, call your local 
Gas Company, or write to Carrier 
Corporation, Syracuse 1, New York. 
American Gas Association. 
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St. Margaret’s Hospital, Montgomery, Ala. « Clarke County Memorial Hos- 
pital, Arkadelphia, Ark. + Jefferson County Memorial Hospital, Pine Bluff, 
Ark. « Helena Hospital, Helena, Ark. « Sparks Nursing Home, Fort Smith, 
Ark. « Huntington Hospital, Pasadena, Calif. « Orthopedic Hospital, Los 
Angeles, Calif. + St. Joseph’s Hospital, Phoenix, Ariz. « Baptist Memorial 
Hospital, Jacksonville, Florida + St. Vincent’s Hospital, Jacksonville, Flo- 
rida + Lakeland General Hospital, Lakeland, Florida + N. E. Florida State 
Hospital, MacClenny, Florida « The Henrietta Egleston Hospital for Chil- 
dren, Emory University, Ga. « St. Joseph’s Infirmary, Atlanta, Ga. » Emory 
University, Emory, Ga. * Talmadge Memorial, Augusta, Ga. « St. Johns 
Hospital, Springfield, Ill. * Memorial Hospital, Springfield, Ill. + Frank 
Cuneo Memorial Hospital, Chicago, Ill. *« Illinois Masonic Hospital, Chicago, 
LIL + Mount Sinai Hospital, Chicago, Il. « Resurrection Hospital, Chicago, 
Ill. « South Shore Hospital, Chicago, Il. + Charity Hospital, Lake Charles, 
La. « New Iberia Hospital, New Iberia, La. « Natchitoches Parish Hospital, 
Natchitoches, La. « Mercy Hospital, New Orleans, La. + Jefferson Davis 
Memorial Hospital, Natchez, Miss. « Trinity Lutheran Hospital, Kansas 
City, Mo. « Freeman Hospital, Joplin, Mo. + St. Lukes Hospital, Kansas 
City, Mo. « North Kansas City Hospital, N. Kansas 
City, Mo. « St. Catherine’s Hospital, Omaha, Neb. + 
Moses H. Cone Memoria! Hospital, Greensboro, N.C. 
¢ North Carolina Baptist Hospital, Winston-Salem, 
N. C. « Lutheran Hospital. Cleveland, Ohio + St. 
Ann’s Hospital, Columbus, Ohio « Hillerest Medical 
Center, Tulsa, Okla. + St. Francis Hospital, Tulsa, 
Okla. « St. Anthony’s Hospital, Oklahoma City, Okla. 
* University of Oklahoma Hospital, Oklahoma City, 
Okla. + Baptist Memoria! Hospital, Oklahoma City, 
Okla. « Mercy Hospital, Oklahoma City, Okla. + Co- 
lumbia Hospital, Wilkinsburg, Pa. « South Carolina 
State Hospital, Columbia, 8. C. « Self Memorial] Hos- 
pital, Greenwood, S. C. + University of Tennessee 
Hospital, Knoxville, Tenn. « Dyer County Hospital, 
Dyersburg, Tenn. + St. Mary’s Hospital, Humboldt, 
Tenn. « Flow Memorial Hospital, Denton, Texas + 
Collin Memoria] Hospital, McKinney, Texas + Arling- 
ton Memorial Hospital, Arlington, Texas + Gaston 
Avenue Hospital, Dallas, Texas. 


FOR HEATING & COOLING 
GAS IS GOOD BUSINESS! 
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“In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.’ 


In difficult staph. infections, a decisive response may be obtained with Ilosone in a 
high percentage of cases. _ 

In a study! of 105 patients, sixty-four of whom had Staphylococcus aureus infec- 
tions, good results were obtained with [losone in 94 percent. Ten subjects had pre- 
viously failed to respond to other forms of chemotherapy. The authors concluded that 
Ilosone “. . . is useful in treatment of a number of common infections and has been 


_ effective in treatment of a number of less common and more serious infections. . . . In 


our hands it has been particularly helpful in the treatment of staphylococcic disease.”’ 


Tlosone is available in Pulvules®, 125 mg. and 250 mg.;_ 1. Smith, |. M., and Soderstrom, 
Lauryl Sulfate 125 Suspension, 125 mg. (base equiv.) W. H.: J. A. M. A., 170 :184 (May 
per 5-cc. tsp.; and Lauryl Sulfate Drops, 5 mg. (base 9), 1959. 
equiv.) per drop. Usual dosage for adults and children  |josone® (propionyl erythromycin 
over fifty pounds is 250 mg. every six hours. ester, Lilly) 


AND COMPANY INDIANAPOLIS 6, tnNoOtANaA, 


U.S.A. 
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. BROWARD GENERAL HOSPITAL 
Ft. Lauderdale, Florida, 


protects vital services 
with GM DIESEL STAND-BY GENERATOR SET 


A 200-KW GM Diesel Stand-By Generator Set is ready in ® Units from 1344 to 260 KW, or multiples thereof, meet 
any emergency to supply instant power for lights, elevators the needs of all hospitals. 

_and other vital services at Ft. Lauderdale’s Broward = ajj your GM Diesel distributor for full details—he’s in the 
General Hospital. Yellow Pages under “Engines, Diesel.’ Or write direct for 
Advantages of GM Diesel Stand-By Generator Sets in illustrated brochure, “‘Emergency Power for Hospitals.” 
hospitals are: 

© Completely automatic starting—no warm-up necessary — 
only seconds required to accelerate to full speed and 
deliver full power. 

© Diesel fuel, like fuel for heating, can be safely stored in 
basement near engine, eliminating expensive underground 
fuel tanks. 

© Quiet, unattended operation—GM Diesels can be de- 
pended upon to start after periods of idleness even in 


DETROIT DIESEL ENGINE DIVISION, 


damp weather. ® GENERAL MOTORS, DETROIT 28, MICH. - 
parts available everywhere—quick service when needed. in Canada: GENERAL MOTORS DIESEL LIMITED, London, Ontario 


Parts and Service Woridwide 


Diesel productivity 
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without irritation 


in the 
management 
of constipation 


PERI-COLACE 


Dioctyl sedium sulfosuccinate and anthraquinone 
derivatives from cascara, Mead Johnson 


predictable results... 
minimum side effects 


To induce prompt yet gentle 
bowel evacuation, Peri-Colace 
is the agent to choose. 

Its two active ingredients, 
synergistic in effect, 

bring rapid relief without 
distress or irritation 
because: 

1. Peristim,® a mild laxative, 
“,..exerts its peristaltic 
stimulating action directly 
on the large intestine, 

via the blood stream.”" 

2. Colace,® a non-laxative 
stool softener, maintains 
hydration of the fecal 
material as it passes 
through the intestinal 
tract.? 

Available as: Peri-Colace 
Capsules, bottles of 30, 60 and 


250. Peri-Colace Syrup, 
bottles of 8 oz. 


Bibliography: (1) Lamphier, T. A., and 
Lyman, F. L.: J. Internat. Coll. Surgeons 
31:420-423 (April) 1959. (2) Smigei, J. 0.; 
Lowe, K. J.; Hosp, P. H., and Gibson, 

J. H.: M. Times 86:1521-1526 (Dec.) 1958. 


\ Mead Johnson 
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© COUNTER TOPS 
Bel FINES! PROFESSIONAL 


absorbent! 


VINYL makes it 
tough yet soft 


Finest made, Simoniz heavy- 
duty sponge works best in 
the most places. Soft and re- 
silient, yet patented process 
vinyl resists wear and tear, 
acids, alkalies, soaps, deter- 
gents—longer life .,. . less cost. 


Absorbs and holds all cleaning 
solutions—wring it out; it 
wipes like a chamois. Sanitary, 
too. Odorless, moldproof vinyl 
is resistant to bacterial attack 
or deterioration. Squeeze-rinse 
toclean, boil to sterilize. Here’s 
another exclusive product from 
Simoniz for all commercial, in- 
stitutional and industrial loca- 
tions. Order from your Simoniz 
Commercial Products Distrib- 
utor or mail the coupon today. 


TWO SIZES, IN TAN 


No. C-100 
7°x 2%" | 


FOR LONG WEAR—LESS CARE ® 


Heavy-Duty Floor Wax © Non-Scuff Floor Finish ¢ Super 
Anti-Slip Floor Finish ¢ Triple “A” Paste Floor Wax « 
Heavy-Duty Vinyl Sponge ¢ All-Purpose Concentrate 
Floor Cleaner ¢ HiLite Furniture Polish 


For almost every job 


No. C- 
5% 


Simoniz Company (Commercial Products Division—j-7) 
2100 Indiana Avenue, Chicago 16, Illinois 


(_] Without obligation, please send details on 
Simoniz Heavy-Duty VINYL Sponges. 


C) Please send name of nearest Simoniz Distributor, 
Name 

Firm Name 
Street Addr 


hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1960 


Aug. 29-Sept. 1—62nd annual meeting, San Francisco (Civic Audi- 
torlum and Jack Tar Hotel) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH DECEMBER 1960 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health tield are shown in ITALICS.) 


JULY 


11-13 Methods Improvement, Omaha (Sheraton-Fontenelle Hotel) 
18-22 Hospital Engineering. Los Angeles (Biltmore Hotel) 


AUGUST 


1-2 Safety and Insurance, Denver (Cosmopolitan Hotel) 
1-S Hospital Pharmacy (Basic), Minneapolis (University of Min- 
nesota) 
8-10 Hospital Administration, Oklahoma City (Oklahoma Biltmore 
Hotel) 
14-19 American Society of Hospital Pharmacists, Washington, D.C. 
(Shoreham and Sheraton-Park Hotels) 
14-19 American Pharmaceutical Association, Washington, D.C. 
(Shoreham and Sheraton-Park Hotels) 
15-19 National Association of Boards of Pharmacy, Washington, 
D.C. (Shoreham and Sheraton-Park Hotels) 
21-26 American Association of Blood Banks, San Francisco (Jack 
Tar Hotel) 
26-27 American Association fer Hospital Planning, San Francisco 
(Federal Building and Clift Hotel) 
27 American Association of Hospital Consultants, San Francisco 
(Fairmont Hotel) 
27-31 American College of Hospital Administrators, San Francisco 
(Jaek Tar Hotel) 
29-Sept. 1 American Association of Nurse Anesthetists, San Fran- 
cisco (Civic Auditorium and Sheraton-Palace) 


12-13 Montana Hospital Association, Missoula (Florence Hotel) 
12-16 Nursing Service Administration, Buffalo (Lafayette Hotel) 
18-20 Colorado Hospital Association, Estes Park (Stanley Hotel) 
22-24 West Virginia Hospital Association, White Sulphur Springs 
24-27 College of American Pathologists, Chicago (Palmer House) 
26-30 Central Service Administration, Chicago (AHA Headquarters) 
27-30 American Society of Clinical Pathologists, Chicago (Palmer 


House) 
OCTOBER 
2-7 American Society of Anesthesiologists, New York City (Statler 
Hotel) 


4 Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 
5-7 Hospital Laundry Management and Operation, Chicago 
(AHA Headquarters) 
6-8 American Association of Medical Clinics, New Orleans 
(Roosevelt Hotel) 
10-13 American Association of Medical Record Librarians, Seattle 
(Olympic Hotel) 
10-13 Evening and Night Nursing Service Administration, Pitts- 
burgh (Pick-Roosevelt Hotel) 
10-14 American College of Surgeons, 46th Annual Clinical Congress, 
San Francisco 
10-14 National Federation of Licensed Practical Nurses, Albuquer- 
que, N. Mex. (Cole Hotel) 
12-13 Indiana Hospital Association 
12-14 —, Pharmacy (Specialized), Chicago (AHA) Head- 
quarters 
12-14 Maryland-District of Columbia-Delaware Hospital Associa- 
tion, Washington (Shoreham Hotel) 


(Continued on page 136) 
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*HOSELESS 


The routine task of bedpon cleaning and rinsing is made 
easier ... and done in less time with the improved American- 
Gray Diverter Valve. A welcome convenience by nursing personnel, 
the valve is operated by a mere trip of the regular flushing handle 
... diverting a perfect spray of fresh woter through the nozzle 
and into the utensil ... no leaky hoses, hot and cold valves or 
awkward piping and pedals. - 

Cost-conscious administrators like its simple, low-cost instolla- 
tion, minimum maintenance and time-saving features. 

The polished chrome finish is as handsome as the fixture is 
efficient. The Diverter Valve becomes on attractive integral port 
of the toilet assembly, eliminating bothersome fixtures. 


¢ Easy—Economical to Install 


World’s largest Designer and Manufacturer of 


Surgical Sterilizers, Tables, Lights and related equipment 
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\ 
ELIMINATES... 


V High installation costs 
V 2 or 4 adjustment valves 
V Extra vacuum breaker 
V Rubber hose and nozzle 


Vv Extra piping 
V Resting lugs in bow! 


Modern in every way, the improved 
American-Gray Diverter Valve eliminates awk- 
ward hoses where leaks are both dangerous | 
and annoying ... and the operator always hes 
perfect balance with no “teetering” on one foot. 
Acceptable under the most rigid plumbing 
codes, thousands of these American-Gray 
Diverter Valves are saving hours and dollarsin 
hospitals and nursing homes throughout the 
world. installation is simple with the Valve being | 
placed between the existing flush valve and the 
toilet .. . permanently. 
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This label: 


KOROSEAL 


guarantees extra 
sheeting service! 


You are guaranteed extra wear 
from hospital sheeting by look- 
ing for one name: Koroseal. 

Koroseal sheeting outlasts 
ordinary products. It’s water- 
proof, crease-proof, and resist- 
ant to stains. It’s easily washed 
with soap and water, deters 
odor—and can be autoclaved 
without sticking, cracking or 
falling apart. Koroseal often 
outlasts other products by 
years. 

If cost-saving is your objec- 
tive, demand Koroseal sheet- 
ing. It’s by far the least expen- 
sive in the long run—and meets 
rigid specifications. 

For information about Koro- 
seal hospital sheetings and 
films, call your dealer—or 
write to: Hospital and Surgical 
Supplies Department, The 
B.F.Goodrich Company, 
Akron 18, Ohio. 


\ B.EGoodrich | 


Hospital and 


Surgical Supplies 
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from 
purchase order 


to 
clean-up... 


injectables 
save time 


and 
labor 


costs 


A Century of 
Service to Medicine 
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The TUBEX closed-system injection method 
provides premeasured medication in 
presterilized glass cartridges to which are 
firmly affixed sharp, presterilized needles. 
Medication is easily and conveniently 
delivered from the cartridge-needle unit 
via a precision-made, durable syringe. 


MORE Efficient Central Supply—no needles to sharpen, no 
sterilization, no syringe breakage 

MORE Accurate Bookkeeping—no multidoses to divide; only 
one purchase order and accounting entry required 

MORE Efficient Use of Nursing Time—less preparation for 
injections; no plugged needles, no clean-up problems 

MORE Patient Comfort—presharpened needles ease pain of 
injection; accurate dose assured 

LOWER Labor Cost—no sterilizing and sharpening, faster in- 
jections, greater efficiency 

BETTER Inventory Control—storage and large inventory of 
needles, syringes, plungers, medication not required 

LESS Serum Hepatitis and other Cross-infections— 
cartridge-needle unit never used more than once; cannot transmit 
infections 

LESS Chance of Drug and Dosage Errors—doses accurately 
and clearly labeled; no measuring necessary 


More than 75 per cent of commonly administered 
hospital injectables are available in TuBex form. For 
others, empty needle-cartridge units can be utilized 
in a manner similar to that with conventional syringes. 


CLOSED-SYSTEM INJECTION 
TUBLX 


Wyeth Laboratories Philadelphia 1, Pa. 
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iMicKesson AQUALORS 


- Just remove door on top. Then wash the coils with 
hose or large volume of water! 


Don’t worry! Large-diameter drains 
mean quick removal of wash-water. 


A great convenience to service personnel. 


Only McKesson Aqualors have this feature! 


100% HUMIDITY MAINTAINED 
BY THIS MODEL 1150! 


Nebulizer is located in bellows-tube 
connection. Easily removed by service 
personnel. 


STANDARD AQUALOR (Model 
1155) is identical to Model 1150, ex- 
cept for High-Humidity feature. 


Lighted 
Control Panel 


[ee note oxygen flowmeter 

is (center), temperature and 
ventilation controls (left 
and right), oxygen con- 
trols (bottom). 


write for McKesson 
A Q U A L 0 R Aqualor Brochure! 


OXYGEN TENTS 


McKESSON APPLIANCE COMPANY * TOLEDO 10, OHIO 
10 HOSPITALS, J.A.H.A. 
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Culture plate with he 
Staphylococcus aureus. Z 
plete inhibition produced 


on plate a paper letter “2 
been dipped into Z i 
aqueous solution 1:1 


(BRAND OF REFINED BENZALKONIUM CHLORIDE) 


kills resistant STAPHylococci in seconds 


2 uithnop LABORATORIES / New York 18, N. Y. 
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trustees and councils 


OFFICERS 
President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


. President-Elect 
Fra.k S. Groner, Baptist Memorial Hospital, Memphis 


3. Tenn. 
immediate Past President 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chicago 
11 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 


Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Secretary 


James E. Hague, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Treasurer 


John E. Sullivan, 840 North Lake Shore Drive, 
Chicago 11 


BOARD OF TRUSTEES 


Chairman: Kussell A. Nelson, M.D., ex officio, Johns 
Hopkins Hospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

Vrank 8. Groner, ex officio, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N. Hattield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 

Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 196! 


D. Rt. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Latter-day Saints Hospital, Salt 
Lake City 3, Utah 


Term Expires 1962 


Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman; Frank 8. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

J. ~ Strong Memorial Hospital, Rochester 

N. 


2 eae Barnett, M.D., Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile Infirmary Women's 
Auxiliary, Mobile 16, Ala. 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Boone Powell, Baylor University Medical Center of 
Dallas 10, Tex. 

M.D., Mount Sinai Hospital, 


Council on Administrative Practice 


Chairman: George Cartmill Jr., Harper Hospital, De- 
troit 1 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
dianapolis 7 

George A. Hay (wice chairman), Hospital of the 
Medical College of Pennsylvania, Philadel- 
phia 


Term Expires (961 


Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Island College Hospital, 
Brooklyn 


12 


Term Expires 1962 
George bi Graham, M.D., Ellis Hospital, Schenectady 


8, N.Y. 

Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, yg: nd of Kansas Medical Cen- 
ter, Kansas City 12, 

Secretary: Richard L. Sebneen, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
Center of Dallas, Dallas 10, Tex. 

Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, Norfolk General Hospital, Norfolk 
7, Va. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hil , NJ. 

Term Expires 196! 

Avery M. Millard, California Hospital Association, San 
Franciseo 2 

Sister Kose Marie chairman), St. Mary's Hes- 
pital. Pierre, 8S. Da 

Rev. Granger mg University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 


Rock, Ark. 

Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 

Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Blue Cross Commission 

Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 

Term Expires 196! 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans. 

Paul G. Drescher, Associated Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

F. P. Rawlings Jr., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 

Term Expires 1962 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 
Pa 


7. B. Bennett, Louisiana Hospital Service, Baton Rouge, 
La. 


H. W. Brown, Quebec Hospital Service Association, 
Montreal 2, Que. 

Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr 

William 8S. McNary, Michigan Hospital Service, De- 
troit 26 

David W. Stewart, Rochester Hospital Service Corp., 
Rochester 4, N.Y. 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Martin R. Steinberg, M.D., Mount Sinai 
Hospital, New York 29 

Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27, Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 

Term Expires 196! 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, .D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 
’. P. Earngey Jr., Harris Hospital, Fort Worth 4, 
Tex. 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

W. W. Stadel. M.D., San Diego County General Hos- 
pital, San Diego 3. Calif. 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Palmer Gaillard Jr., Mobile Infir- 
mary Women’s Auxiliary, Mobile 16, Ala. 
Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 
Ariz. 


Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 10 


Laura Vossler, Presbyterian Hospital in the City of 


New York, New York 32 


OF THE AMERICAN HOSPITAL 


ASSOCIATION 


Term Expires 1961 
Mrs. Columbus Conboy, Ladies Auxillary of St. 

rs. Leonard A. Lang, Women’s Auxillary Cambri 
School and Hospital, Cambridge, Minn 

rs urt A. Scharbau, Rockford M i 
Auxiliary, Rockford, Til. ‘Hospital 
Term Expires 1962 
Mrs. Robert N. Carson, New Rochelle (Hospital L 
Service, Inc., New Rochelle, N.Y. 
ax L. Hunt, Yakima Valley Memorial 
Yakima, Wash. 
Melba Powell, Coahoma County (Hospital) Women’s 
Auxiliary, Clarksdale, Miss. 
Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 

Term Expires 1960 

Herman Herold, Washington-St. Tammany Charity Hos- 
pital, Bogalusa, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires (961 

Dean A. Clark, M.D. (vice chairman), Massachusetts 
General Hospital, Boston 

John D. Porterfield, M.D., deputy surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires (962 

Stanley W. Martin, Ontario Hospital Association, To- 
ronto 7, Ont. 

Richardson, Presbyterian Hospital, Charlotte 
1 


Robert M. Sigmond, Hospital Council of Western 
Pennsylvania, Pittsburgh 13 

Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman; T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1960 

Louis B. Biair, St. Luke's Methodist Hospital, Cedar 
Rapids, lowa 

Gerhard Hartman, Ph.D., 
City, lowa 

Leon C. Pullen Jr., Decatur and Macon County Hospli- 
tal, Decatur, Il. 

Term Expires (961 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 

Term Expires 1962 

Henry T. Clark Jr., M.D., 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, BK.N., Veterans Administration, Wash- 
ington 25 

Hienry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto-Stan- 
ford Hospital Center, Palo Alto, Calif 


Term Expires (960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.I. 

Harry M. Malm, Lutheran Hospitals and Homes So- 
ciety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 196! 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 
hia 2 

aan W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 


Term Expires 1962 

Charles D. Fiagle, Johns Hopkins Hospital, Balti- 
more 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Secretary: Daniel S. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 


University Hospitals, Iowa 


University of North Caro- 
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WHITE KNIGHT LINENS 


quality you can’t wash out... 


and they last longer! 


It’s remarkable what strong detergents 
and hard wear can’t do to White Knight 
linens. Even after long service they are 
still “patient presentable” — the true 

measure of a quality hospital product! 


Yet, this is a moderately priced 
line. And, a complete line. Sheets, 
blankets, spreads, towels, face cloths — 
just a sampling of the many guaranteed 
products quality marked with the White 
Knight label. Ask your Will Ross, Inc., 
representative to show you all of them. 


WILL 
ROSS, 
INC. 


General Offices: Milwovkee 12, Wis. 
Atlanta, Ga. « Baltimore, Md. 
Cohoes, N.Y. « Dallas, Texas 
Minneapolis, Minn. « Ozark, Ala, 


tid 


YOU CAN TRUST FROM PEOPLE YOU KNOW 


PRODUCT 
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balanced weave 
assures 
uniform 
support 
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THAN E EVER BECAU 


" a scientifically determined ratio of 
warp (lengthwise) to woof (cross) 
4 threads in every ACE Bandage 


) provides a pressure pattern that— 

¢ guarantees even and controlled 
stretch 

«insures firmness under tension 

«prevents bunching 


« minimizes possibility of vein 
constriction 


ip BECTON, DICKINSON AND COMPANY 
i RUTHERFORD, NEW JERSEY 
bi e RUBBER ELASTIC BAN DAGE B.D AND ACE ARE REGISTERED TRADEMARKS. 17760 
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NEW PRODUCT ANNOUNCEMENT 


The Wm. S. Merrell Company : 
announces the availability of ; 


(brand of triparanol) | 


agent to inhibit the formation of excess 
cholesterol within the body. 


reduces both serum and tissue 
cholesterol levels, irrespective of diet. 


».eno demonstrable interference with other 
vital biochemical processes reported to date. 


e-eetOleration and absence of toxicity established 
by 2 years of clinical investigation. 


ee convenient dosages: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


-coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department 


THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 
St. Thomas, Ontario 


Trademark: 'MER/29" 


JULY 1, 1960, VOL. 34 15 


| 

>. 

3422 


ime 


= 


> 


| 


— 


wy 
ry 


Electric Operation 


Manually Operated Now 


... Hasy Conversion to 


Later on 


HARD’S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 
desired. 


Standard accessories include: 
Fittings for 1516-PG Slida-Sides 
Chrome Baffle covers 
3” BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 


117 Tonawanda Street, Buffalo 7, New York 
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SPECIAL REPORT: 


ARBITRATORS RULE 
ON BOARD-STAFF DISPUTE 


On Jan. 15, 1960, the board of directors of Cam- 
bridge-Maryland Hospital entered into an arbitration 
agreement with the medical staff of the hospital. 

Certain differences had arisen between the board 
and the medical staff pertaining to the operation of 
the Cambridge hospital. It was agreed that an arbi- 
trating body, composed of two individuals selected 
by the staff of the hospital and two individuals 
selected by the board, and a fifth selected by these 
four, should arbitrate the differences between the 
parties. The decision of the arbitrators is binding 
upon the parties. The arbitrating body “shall investi- 
gate all phases of the hospital problem that they 
deem necessary to arrive at a just and proper solu- 
tion”. The staff and the board agreed to “accept, 
implement and abide by the recommendations of 
the arbitrating authority”. 

The five arbitrators proceeded to hold hearings in 
Baltimore and in Cambridge, and a large number of 
witnesses testified. Many exhibits, statements, reports, 
minutes, and other factual data were presented. The 
arbitration board inspected the hospital and its facili- 
ties. 


I. Background 


N JULY 1, 1959, A BILL of complaint was filed by 

the entire medical and dental staff of Cambridge- 
Maryland Hospital, against the hospital, its adminis- 
trator, and the directors individually. This brought 
out into the open a long-standing, smoldering dispute 
within the hospital. In this bill of complaint, the 
doctors made many charges, among them that the 
defendants had violated the provisions of the bylaws 
of the hospital, had interfered with professional medi- 
cal services rendered in the hospital, had employed 
certain persons without adhering to the terms of the 
bylaws, and without obtaining the approval of the 
staff or consulting with them. They asked the court 
to issue an injunctive order enjoining the defendants 
from withdrawing the privileges held by the doctors 
to practice their profession in the hospital, and for 
other relief. 

Chief Judge W. Laird Henry Jr. filed an opinion, 
and on Oct. 30, 1959, dismissed the bill of complaint. 
The matter remained dormant until Dec. 7, 1959, 
when an order for appeal to the Court of Appeals 
of Maryland was filed by the doctors. On that same 
date, John Mace Jr., M.D., who was chief of the 
surgical staff, was suspended by the board of directors 
of the hospital without hearing and without the fil- 
ing of any specific charges against him. 

Shortly thereafter, the doctors entered into what 
they termed a “boycott” of the hospital, or as charged 
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by others in the community, a “strike” against the 
hospital. The doctors refused to send any patients 
to the hospital except emergency and obstetrical 
cases. Some of the parties involved in the dispute 
took to the radio and issued statements for the 
newspapers and publicly discussed their respective 
sides of the controversy. In the meantime, people 
requiring hospital care were sent to hospitals in near- 
by communities; others remained at home; and the 
occupancy at Cambridge-Maryland Hospital dwindled. 


MANY EFFORTS MADE TO MEDIATE 


Efforts to mediate the dispute were made by many 
interested citizens, including Chief Judge W. Laird 
Henry Jr., the county commissioners, city officials, 
ministers, and many others. Many agreements were 
drawn before the final agreement of arbitration was 
signed. In these hearings, we have heard from the of- 
ficers, directors, former direetors, county commission- 
ers, other public officials, ministers, members of the 
staff, former members of the staff, officers and mem- 
bers of the women’s auxiliary, members of the nurs- 
ing staff, and citizens of the community. 

The general feeling of members of the staff is that 
the administrator has been dictatorial, assumed pre- 
rogatives of the staff, interfered with the medical 
side of the hospital; that the board has been dicta- 
torial, changed minutes and bylaws without notice, 
refused to adopt policies which the staff considers 
for the best interests of the community, employed 
anesthesia and technical personnel without consulta- 
tion with the staff, and at times in direct opposition 
to the views of the staff, and in general, threatened 
the security of the staff. 


STATEMENTS OF THE BOARD 


Officers and members of the board stated that the 
administrator, as the representative of the board, 
has carried out the board’s policy, and in keeping 
with goals of national accrediting bodies, they sought 
to improve the quality of medicine practiced in the 
hospital, and under the present administrator, the 
hospital had received full accreditation. They sought 
to bring in additional employees and staff so that a 
better quality of medicine could be practiced in the 
hospital, and insist they did adhere to the spirit and 
letter of the bylaws and of the charter. The board 
pointed out that improvements in physical facilities 
were made and a new hospital wing was constructed, 
the hospital was put on a good financial basis, and 
was well on the way to elimination of its debt and 
meeting its current obligations. | 

Members of the community expressed their objec- 
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tion to certain attitudes of some members of the 
board who were supposed te have said that “this is 
our hospital and we can sell it or give it away any- 
time we please”’. 

Other citizens felt that some members of the 
medical staff preferred the status quo and objected 
to bringing new professional men in the community. 


They charged that there was a “closed shop” among 


the doctors. 
And so the charges ran on and on between the 
parties and their adherents. 


STAFF JOINS IN LAW SUIT 


Under ordinary circumstances, these charges and 
counter-charges would have run their course. But 
Dorchester County suddenly was confronted with a 
situation in which the entire staff of the hospital 
joined in a law suit against the hospital and the entire 
membership of the board, even boycotted the hospi- 
tal, and the board summarily discharged the chief of 
the surgical staff without stating reasons or holding 
a hearing. 

- What are the real causes for this turmoil? 

Cambridge-Maryland Hospital was open for opera- 
tion in 1904 and for a long time enjoyed the support 
of the staff and the community. As time went on, it 
was apparent that the hospital was not up to the 
standards of some neighboring communities and 
other areas of the state both as to physical plant and 
quality of medicine practiced. 

- In 1953, the present administrator, formally trained, 

was employed by the board. The physical plant was 
in poor state, funds were limited, the cash position 
was not good, and there was an open mortgage on 
which no payments had been made on the principal 
for a long time. The administrator sought to bring 
about improvements at once. The reports of the Joint 
Commission on Accreditation of Hospitals pointed out 
the various physical and medical deficiencies in the 
hospital. Many improvements were made by the staff 
and administrator. Full accreditation was achieved 
in 1957. Unfortunately, the resistance and the resent- 
ments which developed in the interim seem in part 
to have been responsible for the actions which 
resulted in the open conflicts of 1959. 


CONSTRUCTIVE ATMOSPHERE LACKING 


It would serve no useful purpose to further detail 
the events of the past decade at this hospital. There 
is always resistance and opposition to change. Some- 
times there are those who have the ability to win 
over the opposition, either by education, by example 


or by diplomatic and tactful approach. Severity and 


dictatorial attitudes seldom eliminate resentments 
and opposition. Those who believe in the ways of the 
past were unwilling to accept modern changes. Others 
pointed to the letter of the bylaws and seemed to 
forget all about the spirit of the hospital. This did 
not create a healthy, constructive atmosphere in 
which to bring about hospital improvements. 

To detail the basic difference between the parties in 
order to explain why certain actions took place would 
only exacerbate the present sores and make them 
worse. Therefore, we will not repeat in this report 
the details of the evidence presented to us. 


The decision of the arbitrating body in the case 
of Cambridge-Maryland Hospital, published here in 
full, represents what is believed to be the first in- 
stance in which arbitration has been used to resolve 
an internal management dispute in a hospital. 

The five arbitrators, all residents of the State of 
Maryland, were: 

Robert V. L. Campbell, M.D., of Hagerstown, dele- 
gate to the American Medical Association of the 
Medical and Chirurgical Faculty of Maryland. 

Waldo B. Moyers, M.D., of Hyattsville, counselor 
to the Medical and Chirurgical Faculty of Maryland 
for Montgomery County. 

Russell A. Nelson, M.D., of Balitmore, director, 
the Johns Hopkins Hospital, and president of the 
American Hospital Association. 

Joseph Sherbow of Baltimore, senior partner in 
Sherbow and Sherbow, a law firm. 

Walter D. Wise, M.D., of Baltimore, professor 
emeritus of surgery, University of Maryland School 
of Medicine and past president of the Medical and 
Chirurgical Faculty of Maryland. 


This arbitration board believe that a number of 
important changes must take place at the Cambridge 
hospital and in the community it serves in order to 
solve the present problems and bring about much- 
needed improvements. 

During this arbitration, we have been encouraged 
to learn some improvements have already occurred. 
In a recent report made after a thorough survey, the 
hospital lost the accreditation it strived so hard to 
obtain. To have the accreditation restored, to improve 
the quality of medicine in the hospital and the com- 
munity will require the combined efforts of the 
board, staff, public officials and the entire community. 

The powers of the boards of directors of hospitals 
in Maryland are clear and well defined by law. The 
general standards of good board-staff-administrator 
relations and functions are well documented in vari- 
ous reports of the Joint Commission on Accreditation 
of Hospitals. 

The Maryland Court of Appeals has stated the law 
in the cases of Levin v. Sinai Hospital of Baltimore, 
186 Md. 174 and Glass v. Doctors Hospital, 213 Md. 
44, and Judge W. Laird Henry Jr. summed up the 
law in his decision in the Cambridge hospital case 
published Oct. 31, 1959. The Joint Commission on 
Accreditation of Hospitals has made similar state- 
ments in its reports. 

The applicable law which will be found in more 
detail in the published opinions and reports referred 
to may be summarized as follows: 
® Courts will not interfere with the internal manage- 
ment of a hospital unless the acts complained of are 
fraudulent or ultra vires. 

@ Private hospitals have the right to exclude any 
physician from practicing in the hospital and the 
exclusion rests in the sound discretion of the man- 
aging authorities. 

@ The directors have the power to appoint members 
of the medical staff, and to remove them from the 
staff. 

@ It is not the policy of the State of Maryland to 
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interfere with the power of a private hospital to select 
its own medical staff. 

@® Members of the medical staff appointed by the 
governing board to serve from year to year cannot 
object to their removal after the expiration of the 
appointed term. 

@ The doctor has the responsibility for the medical 
treatment of the patient without interference from 
lay persons. 

@ The rules and regulations of the hospital must be 
obeyed by all who wish to use its facilities, including 
doctors, patients, nurses, and employees. 

@ The governing body appoints the administrator, 
formalizes his responsibilities, and delegates to him 
the internal operation of the hospital. 

@ In the discharge of its duties, the board obviously 
must place the responsibility for the medical care 
primarily on the medical staff. 

@ Very close liaison and cooperation must exist 
between board and staff. Each group must respect 
the prerogatives of the other, accept fully its own 
responsibility and understand each other’s problems. 
Effective channels of communication should be open 
at all times and constantly in use. 

® The ultimate authority and responsibility for the 
conduct of the hospital lies in the board. This govern- 
ing body needs the help, counsel, and active partici- 
pation of all professional and administrative groups 
in the hospital. 

The Standards for Hospital Accreditation and other 
publications of the Joint Commission on Accreditation 
of Hospitals also emphasize the final authority of the 
board in all matters and [the commission] publishes 
model medical staff bylaws which indicate how the 
staff can be more self-governing under the board 
and preserve for the staff the delegated authority 
over medical practice. The commission also issues 
guides and suggestions on staff committees and the 
responsibility of the hospital administrator in medi- 
cal staff-board relations. Approximately 70 per cent 
of the general hospitals in the United States—large 
and small—are accredited and successfully use these 
standards as guides. 


Il, Recommendations 


E WILL MAKE our findings, conclusions and rec- 
Wie nen as they relate to the hospital, 
the board, the officers, the administrator, and the 
community. 

This arbitration board believes there is a need for 
a general hospital in Cambridge that is of high qual- 
ity. We further believe that if the governing board 
and medical staff agree and cooperate, then such a 
hospital can be operated and will be supported by 
the community. Accreditation by the joint commission 
is a recognized national mechanism to examine the 
quality of a hospital and it is a reasonable and attain- 
able goal which the hospital board and the staff 
should seek to achieve. ; 


Cambridge-Maryland Hospital was incorporated 
under the laws of the State of Maryland as a non- 
profit, nonsectarian medical institution. It regularly 
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receives support from the general public in the form 
of private contributions, as well as public contribu- 
tions from the City of Cambridge and Dorchester 
County. Its members consist of the board of directors 
who have the power to elect their successors. There 
are no stockholders. 

We believe that it is important and essential that 
the support of this hospital be on the broadest base 
possible and that it be a truly representative com- 
munity hospital. We recommend that the charter of 
the present corporation be amended to carry out 
these purposes. The hospital should have as voting 
members all who make contributions to the hospital 
of at least $5 per year. They shall be entitled to one 
vote only per contributor without regard to amount. 
The vote shall be for the election of members of the 
board of directors only. 

Board of Directors. The board of directors should con- 
sist of 18 members, and if ever increased to any addi- 
tional number, the increase shall always be in multi- 
ples of three. Members of the board of directors shall 
serve for a period of three years, and at the inception, 
six members should be elected for one year, six mem- 
bers for two years, and six members for three years. 
After serving a full membership of three years (ex- 
cluding those who serve a one- and two-year period) 
thereafter, no member shall be entitled to serve 
again until a two-year period has elapsed. 

Nominating Committee. A nominating committee shall 
be named by the president. Each year by a given 
date, nominations shall be made for the election of 
six members of the board of directors (or more in 
case of vacancies). The county commissioners of 
Dorchester County shall nominate at least one and 
no more than three persons to fill one vacancy. These 
nominees shall be known as “county commissioner 
nominees”. They shall be voted for by the entire 
membership so that one person elected to the board 
shall be a member of the board chosen by the broad 
membership from nominees of the Board of County 
Commissioners. 

Similarly, the mayor and commissioners of Cam- 
bridge shall nominate at least one and not more than 
three persons to fill one vacancy. These nominees shall 
be called “Cambridge City nominees” and voted for 
by the entire membership at the election, so that at 
least one member of the board shall be chosen from 
City of Cambridge nominees. 

A group of service organizations* shall nominate 
not less than six persons who shall be known as 
“service organization nominees”. At least two of 
these shall be elected by the membership from such 
nominees and shall be known as service organization 
nominees. Other organizations should be invited to 
join this classification. 

Other Nominations. Al] other nominations shall be 
made by the nominating committee of the board of 
directors and by the voting members. All nomina- 
tions must be in the hands of the committee on nomi- 
nations of the board by a given date. They shall be 


*These organizations include: American Legion, Dorchester 
County Post; Dorchester County Ministerial Association: Dor- 
chester County Bar Association; Dorchester County Farm Bureau; 
Exchange Club of Cambridge; Junior Chamber of Commerce; 
Chamber of Commerce; Lion’s Clubs in Dorchester County; 
aoa Clubs in Dorchester County, and Veterans of Foreign 

ars. 
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- published in at least one newspaper in Dorchester 


County for at least two weeks. The election shall be 
on the published date. No further nominations shall 
be permitted except those nominated in writing as 
above set forth. 

Election. The election shall take place at a given time 
and only those who are members of the corporation 
for at least one month shall be entitled to vote. Vot- 
ing may be by proxy without the member being 
present at the meeting. There shall be no cumulative 
voting. 

The results will be as follows: 

One third of the board of directors will go out of 
office every year. New blood will come onto the board 
of directors every year. 

The membership of the board of directors will have 
a very broad base. They will be nominated by those 
whose responsibility it is to give substantial support 
to the hospital, namely, the City of Cambridge and 
Dorchester County. 

Nominatiens by the service organizations and the 
nominating committee, as well as the membership, 
will insure wide interest and broad participation in 


_ the affairs of the hospital. At the same time [this 


> 


broad participation] will preclude any one group 
from being able to take over the hospital or its 
management by any sudden coup. The names of the 
service clubs should be spelled out in the basic law 


of the corporation and be sufficiently elastic to allow 


for changes. A committee of the board should be 
named to carry out these directives. 

Then the hospital will belong truly to the citizens 
of Dorchester County. The proposed amendment to 


the charter should further provide that no sale of the 


hospital or transfer of the hospital to any other man- 
agement group shall be made without the affirmative 
approval of at least two-thirds of the entire member- 
ship of the hospital corporation. 

The hospital should strive to secure a very large 
number of memberships to assure continuing support 
from the community. 

This should end the argument made by some people 
in the community that “the hospital doesn’t belong 
to us and the board may sell it anytime the board 
pleases”. We do not believe that the plan we have 
suggested is perfect; there may be other variations 
in time which should be put into effect; but it is 
important that from the first reorganization of this 
hospital, there be a broad base for the selection of 
the board of directors. The present board and officers 
should promptly take all necessary steps to carry out 
these rulings and obtain a large broad-based mem- 
bership group within a reasonable time. 

There may be some matters which may need fur- 


ther clarification, such as the machinery for the elec- 


tion of the new board, etc. We suggest that all such 
questions or differences, if they arise, be settled by 
Judge W. Laird Henry Jr., who has the respect of the 
entire community and is in truth the keeper of its 


geonscience. 


The hospital directors shall elect the officers, and 
they shall be responsible for the management of the 
institution and serve for one year. Officers shall only 
be chosen from duly elected members of the board. 
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Thus, no officer can serve more than three successive 
years. 


Harold P. Coston, the administrator of the Cam- 
bridge-Maryland Hospital, is a professionally-trained 
administrator who helped bring about improvements 
in the physical plant and in the quality of medicine 
practiced in the hospital. The administrator has the 
support of the board, but he does not have the sup- 
port of the medical staff. The breach ‘seems to be 
beyond the healing stage. We find that many of the 
charges against Mr. Coston are trivial, trifling and 
unworthy of repetition. 

Board-Staff Communication. We find the channels of 
communication between board and staff blocked. The 
administrator as a representative of the board is 
charged by the doctors with responsibility for the 
conditions the staff finds objectionable. The doctors 
are in the community; they live and work there. We 
do not imply that an administrator is expendable and 
that in time any staff can eliminate an administrator 
they do not like. What we do mean is that in this 
particular contrqversy, it is best for all concerned that 
the administratér retire from the scene. This does 
not mean that he should not be a very successful 
administrator in another environment and with 
another group of associates on the board and medical 
staff. We therefore direct that the administrator be 
notified that as of Dec. 31, 1960, his association with 
the hospital will end. In the meantime, all efforts 
should be made to acquire a competent administrator, 
and if one should become available prior to that date, 
then suitable arrangements should be made to pro- 
vide adequate severance pay to the present adminis- 
trator. 

In our judgment, from the financial point of view 
and the physical improvement in the hospital, with 
the exception of his relationship with certain mem- 
bers of the staff and some segments of the community, 
Mr. Coston has done an excellent job. We do not say 
that Mr. Coston is at fault for the situation which 
has developed. But he has been so intimately involved 
in this controversy that we believe it is necessary for 
the effective functioning of the hospital that he sever 
his connection with the institution. 

When a new administrator is obtained, it should 
be made perfectly clear that his responsibility is to 
the board, but nevertheless, he should keep open 
channels of communication with the staff, and all 
appointments of major technical hospital personnel 
should be made after consultation with the staff. 


One of the charges made against the staff is that 
they conduct a “closed shop” and that it is difficult, 
if not impossible, for new doctors with the latest 
medical training to come into the community to prac- 
tice medicine. This charge is vehemently denied by 
the doctors. They mention doctors who have come 
into the community and stayed there, while the other 
side points to the doctors who wanted to come in but 
after investigation, decided not to come, and in addi- 
tion, they mention those who came but did not stay. 
Others say the doctors look upon the hospital as their 
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own private workshop and do not want any inter- 
ference from the board or anybody else, including 
other doctors. 

Second Anesthetist. One of the problems arises from 
the fact that the hospital has a nurse anesthetist who 
cannot be expected to give 24-hour coverage. The 
hospital does not now need two full-time anesthetists, 
but efforts to obtain partial relief have been unsuc- 
cessful. We recommend that steps be taken promptly 
to alleviate the present situation, and provision for 
adequate coverage be made, and that the staff assist 
the administrator in recruiting a second anesthetist. 

The medical staff should take the leadership in 
this area and also seek to obtain satisfactory profes- 
sional coverage for the laboratory and tissue pathol- 
ogy and assist the pathologist in a program designed 
to improve the quality of medical practice. They 
should seek doctors in such specialties as orthopedics, 
radiology, urology, internal medicine and pediatrics 
to give at least part-time coverage, and should limit 
privileges for major surgery in future appointments 
to qualified surgical specialists. 

Bylaws Changes. The staff objects to changes made by 
the board in the staff bylaws. The board should make 
no changes in staff bylaws without prior consultation 
with the staff. The bylaws of the hospital and the 
bylaws of the staff should be modeled after the sug- 
gested bylaws of the Joint Commission on Accredi- 
tation of Hospitals. 

Certain members of the medical staff and of the 
board have been the principals in this controversy. 
We believe that they should step aside at this time 
and allows others to assume the reins of leadership. 
They should remain in the background until the 
hospital is functioning smoothly and effectively. 

We find it unfortunate that we must single out 
these parties by name. In a small community, this 
may have an improper effect, and some people may 
draw erroneous conclusions. We want to make it 
perfectly clear we are making no reference whatever 
to the professional qualifications of these doctors, nor 
do we question the high motives of the officers and 
board members. We merely say that because they 
have been the leaders in this controversy, they should 
step aside for a reasonable period and remain on the 
sidelines for awhile. 

These are the results that sometimes follow when 
the controversial aspects of a problem take precedence 
over the good results brought about by strong leader- 
ship. 

We therefore direct that for a period of three years, 
Albert E. Bunker, M.D., G. Brooks West, M.D., John 
Mace Jr., M.D., and Wilbur N. Baumann, M.D., should 
hold no office on the medical staff as chief or other- 
wise, nor should they serve on the executive commit- 
tee of the staff. They should retain all their medical 
privileges and participate fully in all medical affairs. 
We hope they will accept this ruling in a spirit of 
cooperation. and realize that it is for the benefit of 
the hospital. 

BOARD OF DIRECTORS AND OFFICERS 


We have stated our decision as to how the board 
of directors and officers should be chosen. The hospital 
needs strong community leadership. Those who have 
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been in the forefront of this controversy should not 
be directors or officers of the hospital for a period 
of time. 

We direct that for a period of three years the fol- 
lowing persons should not be officers nor serve on 
the board of directors of the hospital: Messrs. W. 
Enos Valliant, F. Phillips Williamson, Clayton Brooks, 
Russel Tyler, A. Lee Jones, and the Rev. Richard C. 
Hubbard. Normally, prominent individuals who have 
served their community by giving so much to the 
hospital are deserving of deep gratitude, and we hope 
they will accept this ruling in a spirit of cooperation, 
and realize it is for the benefit of the hospital. As 
in the case of the named members of the medical 
staff we emphasize that this decision has no reference 
whatever to the ability, integrity and good inten- 
tions of those who have led the hospital in the last 
few years. We merely decide that those whom we 
consider principals in this controversy shall stay on 
the sidelines for awhile. 

The three-year period as to both groups should 
begin with the election of the new board of directors. 

In our view, the discharge of Dr. John Mace Jr. by 
the board was not proper. He was not advised of any 
charges against him; there was no hearing. The rea- 
son given for his discharge did not reflect on his 
professional ability or ethics. We direct his reinstate- 
ment to full staff privileges except as stated herein. 


It is essential that there be community leadership 
if this hospital is to be successful. The directors and 
officers must learn to work with the doctors and 
other employees of the hospital. They must strive to 
solve the financial problems of the hospital and to 
bring about a broad community acceptance of hospita! 
responsibility. The State of Maryland now pays 80 
per cent of the cost of each day of care rendered 
certified indigent and medically indigent patients. 
The remaining cost should be borne by Dorchester 
County. The county officials are requested to take 
early action on this subject. A proper hospital cannot 
be operated in the county without this support. 

Dorchester County has strong community leader- 
ship. It is only necessary that it be brought to focus 
on the affairs of the hospital. The board of directors, 
the officers, a new administrator, a staff free from 
strife, can soon secure the return of full accreditation 
for the hospital, a great improvement in the quality of 
medical care in this area, a wide acceptance of 
responsibility by the laymen for hospital finances and 
over-all operation, and in general, a recognition that 
this hospital belongs to the people. 

There is a tower of strength in the women’s auxili- 
ary, and they can be of immeasurable help to all 
parties concerned. 

CONCLUSION 


The findings, conclusions and recommendations 
made herein shall be promptly carried out. A new 
era of understanding, good will, and constructive 
accomplishment will then be on the way for the 
hospital, the community, and the sick, as well as the 
medical staff, the directors and officers, and all 
employees of the hospital. . 
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THE COMMUNITY AND ITS RESPONSIBILITY 
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> REPORT FROM WASHINGTON—The 
1961 appropriation bill for the De- 
partment of Health, Education, 
and Welfare was headed in late 
June for a Senate-House confer- 
ence at which large differences in 
appropriations as voted individual- 
ly by the Senate and the House 
were to be resolved. 

For hospital construction grants 
under the Hill-Burton Act, the 


. Senate voted to appropriate $211.1 


million; the House had approved 


$150 million. These figures com- 


pare with the 1961 Hill-Burton 
budget estimate of $126.2 million, 
which is considerably lower than 
the $186.2 million appropriated 
for fiscal 1960. 

Equally striking variations 


showed in figures for the research 


program under the National Insti- 
tutes of Health. The Senate voted 
a total of $664 million as opposed 
to the House figure of $455 million. 
The 1961 budget estimate in the 
President’s request to Congress 
was the same as the 1960 appropri- 
ation of $400 million. 

Another point at issue was the 
House-Senate disagreement con- 
cerning the provision on indirect 
costs of research. The House ap- 
proved a limitation on the pay- 
ment of indirect expenses in con- 
nection with research projects; the 
Senate recommended deletion of 
the limitation. The Senate felt 
there should be no reimbursement 
for such items as salaries of fixed 
personnel and maintenance of 
grounds. But it advocated payment 
where standard expenses such as 
heat, light and maintenance rise 
considerably because of the exist- 
ence of the special research. 

Compromise in the Senate-House 
conference appeared inevitable, 
probably toward the higher rather 
than the lower figures. Senator 
Lister Hill (D-Ala.), co-author of 
the Hill-Burton Act and one of 
the Senate conferees in the sched- 
uled House-Senate sessions, was 
insistent on the full $211.2 million 
appropriation for hospital con- 
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| ages? of NEWS 


struction authorized by Congress. 
He said if actual needs were to be 
met, an appropriation of more than 
$806 million would be required. 
Meantime, Senate minority leader 
Everett Dirksen (R-II1.), objecting 
particularly to the National Insti- 
tutes of Health research grants 
figure, said he would ask President 
Eisenhower to veto the whole bill. 
Such presidential action was con- 
sidered possible but not probable. 
(See earlier story p. 118) 

Minimum Wage Legislation. The Sen- 
ate Labor Committee has approved 
a compromise bill to increase the 
federal minimum wage gradually 
from $1 to $1.25 an hour. The bill 
sponsored by Democratic presi- 
dential hopeful John F. Kennedy 
(D-Mass.) has been listed by 
party leaders as “must” legislation 
for this election year session. As 
it stands after a series of commit- 
tee amendments, the measure 
would increase the wage floor in 
yearly steps and extend coverage 
to approximately 5 million addi- 
tional workers. Nonprofit hospital 
employees were believed exempt. 
The Senate bill is broader than a 
similar measure approved earlier 
by the House Labor Committee. 
(See earlier story p. 118) 


. WEST VIRGINIA BLUE CROSS PLANS 
COMPLETE CONSOLIDATION—The con- 
solidation of the Huntington and 
Charleston (W. Va.) Blue Cross 
Plans became effective June 6. The 
new organization, Blue Cross Hos- 
pital Service, Inc., will operate in 
the area formerly divided by the 
two Plans; however, it will main- 
tain offices in both Charleston and 
Huntington. 

The board of directors of the 
consolidated organization is com- 
posed of 25 members, of whom 15 
are from Charleston, 10 from Hunt- 
ington and 1 from Montgomery, 
which lies in the former Charles- 
ton Plan’s area. William T. O’Far- 
rell, a practicing attorney and for- 
mer president of the Charleston 
Plan, was elected president of the 
new Plan. John Hart, formerly 


managing director of the Charles- 
ton Plan, was appointed to the 
managing post with the consoli- 
dated organization. 


» NEW YORK BLUE CROSS MEETS OPPO- 
SITION AT PUBLIC HEARINGS—Public 
hearings were held last month by 
the New York State Insurance De- 
partment on a Blue Cross request 
to increase premiums, to add bene- 
fits and to change the hospital re- 
imbursement formula. As in the 
past, the Plan, Associated Hospi- 
tal Service of New York, was op- 
posed chiefly by representatives 
of labor unions. In addition to 
testimony, labor’s opposition was 
expressed by picketing. (For fur- 
ther details see the July 16 issue 
of this Journal.) 


> COMMUNICATION: CHIEF TOPIC AT 
CATHOLIC CONVENTION—At its 45th 
annual meeting, the Catholic Hos- 
pital Association devoted most of 
its program to the subject of com- 
munication. (Details p. 123) 


> INSURANCE COMMISSIONERS VIEW 
HOSPITAL ACCOUNTING METHODS—The 
question of what constitutes cost 
can be determined only if hospitals 
recognize the need for uniformity 
in accounting methods, according 
to Francis R. Smith. The Pennsy]- 
vania insurance commissioner 
spoke at a recent annual meeting 
of the National Association of In- 
surance Commissioners. (Details 
p. 124) 


> PENNSYLVANIA PHYSICIANS INTRODUCE 
PROGRAM AGAINST WASTE—A book- 
let describing the goals and meth- 
ods of operation under a “program 
of improved medical service” has 
been distributed to members of 
health field and consumer groups 
throughout Pennsylvania by the 
state medical society. As described 
in the booklet, the program in- 
volves the cooperation of physi- 
cians, hospitals and prepayment 
and insurance agencies. (Details 
p. 126) 
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Closer Control of 


airborne contamination 
in hospitals seen, 
as researchers 
reveal new findings 


In a study of St. Barnabas Hospital, Minneapolis, 
Minnesota, researchers looked into a practical method 
for reducing one of our biggest headaches in hospitals. 


Newell P. Weed, Jr., Chairman 
Trustees’ Building Committee 
St. Barnabas Hospital 
Minneapolis, Minnesota 


“The results of this study are very encouraging,” 
reports Mr. Newell P. Weed, Chairman of -the 
Trustees’ Building Committee of St. Barnabas 
Hospital. ‘““While the tests are of a preliminary 
nature and could be subject to variation, the 
results are regarded by bacteriologists as typical. 
We hope they will prove to be a significant step 
toward the control of airborne contamination 
in hospitals.” 


ig Tests at St. Barnabas 

a Hospital point to the 

4 elimination of a dangerous 
_ source of infection 


Findings reveal that Electronic Air Cleaners 


significantly reduce airborne bacteria and mold spores 


“When we planned our 306 bed new general acute hospital, we anticipated the 
problem of airborne contamination,” says Mr. Newell P. Weed, Chairman of the 
Trustees’ Building Committee of St. Barnabas Hospital. ““We were aware that 
one way in which contaminated air is introduced into a building is through its 
air conditioning system. To reduce this hazard as much as possible, we installed 


af y an Electronic Air Cleaner in every fan system. 
a “We were convinced that electronic air cleaning was the best available 
Ee . method for reducing airborne dust and dirt. However, to our knowledge, little 


objective research had been done on its ability to remove bacteria from circulated 
‘2 air in hospital installations. Therefore, we decided to study our own installation 
a upon its completion in 1959, to determine its efficiency in removing airborne 
bacteria and mold spores.” 


TEST PROCEDURES: 


On November 23, 1959, two tests were made of one of the Honey- a total sample volume of five cubic feet. The airborne particles were 

well Electronic Air Cleaner installations at St. Barnabas Hospital. accelerated at a great enough velocity in passing through the slit to 

. The first test was made at 8:05 a.m. The second was made at 11:55 p.m. cause them to impinge on a rotating agar-filled petri dish beneath 
Airborne bacteria and mold spore samples were taken from the the slit. 

air before and after it had passed through the electronic air clean- The samples were then cultured, and the bacteria and mold 

ing system. The system contained a pre-filter. Each sample was spore counts made. 


collected through a Casella slit sampler for five minutes. This gave 


RESULTS: 


The unretouched color photographs on the opposite page 
show petri dishes containing the cultured samples taken from 
the two locations in the air handling system. The bacteria 
and mold spore counts are listed in the table at the right. 
The significant reduction in airborne bacteria and mold 
spores reveal the efficiency of the electronic air cleaning A B A 
system. 

‘The variation in the two samples at location A taken at 
different times of the day is attributed to the difference in 
bacteria and mold spore generation at those times. At Total Colonies 
8:05 p.m., there was considerable activity within the build- Per Cubic Foot 
ing; traffic outside the hopsital was heavy. Later, at midnight, 
there was little inside or outside activity. 


Bacteria and Moid Spore Counts 


Time: 8:05 p.m. Time: 11:55 p.m. 


Colonies in 
5 Cubic Feet 7 13 


=, 


LOCATION A LOCATION B 


before passing through the after passing through the 
Electronic Air Cleaner Electronic Air Cleaner 


TIME 
8:05 P.M. 


COUNT: jer cubic foot COUNT: jer cubic foot 


TIME 
11:55 P.M. 


COUNT: jer cabie foot COUNT: per Sabie foot 


. 
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Honeywell Air Cleaning Systems 
assure the best possible protection 
against airborne contamination 


Honeywell offers you a combination of the Honeywell Elec- 
tronic Air Cleaner and Activated Charcoal Filter in the 
world’s finest air cleaning system. 

A Honeywell Air Cleaning System will remove 90% of 
all dirt that passes through your air conditioning system 
—trap particles as small as 1/2,500,000 of an inch. It 
will also prevent the accumulation of dust and dirt in your 
ventilating ducts. This, too, can be a dangerous source of 


contamination. 
It will remove odors—help cut your air conditioning costs 


Honeywell Electronic Air Cleaner Honeywell Activated Charcoal Fil 


removes 90% of all airborne dirt 


th 
ERING THE FUTURE 


because less outside air is needed for ventilation. And, in 
some cases, it will enable you to install a smaller air con- 
ditioning system, thus offsetting its own cost. 

A Honeywell Air Cleaning System will assure a fresh, 
clean atmosphere throughout your hospital—contribute to 
patient comfort, lower cleaning and redecorating costs and 
help promote a more efficient nursing staff. 

For additional information about Honeywell Air Cleaning 
Systems, call your architect or engineer. Or write Honeywell, 
Dept. H-60, Minneapolis 8, Minnesota. 


ter 
removes odors 


Honeywell 
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Am er, j Cc an Ci ty Burea uy. professional fund-raising counse/ 


For some institutions, fund-raising is often a process of “out of 
the frying pan into the fire.” 

Most hospital governing boards can avoid such an experience 
by realizing great causes aren’t always rewarded by great con- 
tributions. 

They know the challenge of raising money is enhanced by 
professional direction. 

Helping to raise funds for more than 3525 projects in the last 
47 years has taught us many things. How this rich experience 
of the American City Bureau can be applied to your financial 
planning is described in our booklet, “The Full Meaning of a 
Promise.” For your free copy, write: 3520 Prudential Plaza, 
Chicago 1, Illinois; 470 Park Avenue South, New York 16, N.Y. 
or 410 Forum Bldg., Sacramento 14, California. 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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MORE MONEY-SAVING FEATURES! 
The new National “33” accounting 
machine is designed to provide more 
information, more automatically 
than ever before and in the simplest 


‘manner .. . for hospitals large and 


small... with a large bonus in time 
and money saved. Some of the many 


Oalional * 


Four separate counter lines 


present or future 


features that make the National “33” 
without an equal are listed above. 
But the principal advantage of the 
National “33” is that all its features 
are combined in one machine, ready 
to produce the detailed accounting 
results required today for progres- 
sive hospital management. 


THE NATIONAL CASH REGISTER COMPANY, payton 9, Ohio 


1,039 OFFICES IN 121 COUNTRIES ...76 YEARS OF HELPING BUSINESS SAVE MONEY 
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THE MOST ADVANCED ACCOUNTING 
MACHINE EVER DESIGNED 


21 totals—each functioning as an independent crossfooter 
Automatic elimination of incorrect balance pickups 
Automatic selection of elective posting programs 
Automatic enforced distribution 

Automatic dollar-sign printing 

Automatic elimination of irrelevant factors 

Automatic Debit or Credit Balance column selection 
Automatic forward, reverse, and vertical totaling 
Programmable fixed-factor multiplication 

Single key, direct reverse-entry control 


Can be integrated with Electronic developments, 


Your National representative, a trained 
systems man, will show you how the 


' “33” can bring economies to your rec- 


ord-keeping ...and why it is without 
an equal in all the world. 
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All Four Benefit 


From the Finest Equipment 


Smooth - rolling, rubber - tired 
casters and convenient handle provide 
easy mobility for the Gomco 
No. 799 Mobile Aspirator. 
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Modern, safe, dependabie Gomco equipment 
helps ease the tasks of the physicians and nurses 
who minister to the patient’s needs. The feeling 
of added security enjoyed by the patient inspires 
favorable opinion, which in turn enhances the 
hospital’s reputation. 

Such is the case with the Gomco No. 799 Mo- 
bile Aspirator. Ideal for hospital floor use, this 
powerful unit is easy to move about, simple to 
operate and maintain. Controls are conveniently 
located at the top of the unit. The regulator valve 
controls the exact degree of suction required, 
from 0” to 25” of mercury. Quiet, vibration-free 
operation leaves the patient undisturbed and re- 
laxed. Gomco Aerovent® overflow protection — 
automatically prevents flooding of the suction 
bottle, thus protectirg the pump from damage. 
Yes, patients, physicians, nurses, hospitals —all 
four benefit from the fine performance of equip- 
ment like the Gomco No. 799 Mobile Aspirator. 
Phone your Gomco dealer — he'll be glad to dem- 
onstrate the superior features of this and all the 
other quality units in the complete Gomco line. 


GOMCO SURGICAL MANUFACTURING CORP. 


820-H E. Ferry St., Buffalo 11, N. Y. 


Distributed Outside the U.S. A. and Canada by: 
INTERNATIONAL GENERAL ELECTRIC COMPANY 


150 East 42nd Street, New York 17, N.Y. 


& 
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13 “Panoramic models to choose from—each modern as tomorrow! 


Here’s more proof that Toledo is setting the pace in kitchen machines! 
Toledo now brings you exclusive Panoramic Door in a complete line of Conveyor 
Dishwashers. Yes—there are 13 Panoramic Door Toledos . . . single, double 
and 3-tank units . . . models with fresh water or recirculating prewash . . . 4805 
to 12,600 dishes per hour. And they all give the operator a clear panoramic 
view the full length of conveyor for easiest cleaning and inspection, improved 
sanitation. Of course, these great new work-saving Toledos give you one-level 
tank construction, tubes with handy Zip-Lok, Hi-Speed Pumps, Stainless Steel 
and corrosion-resistant construction, many more plus features. SEND TODAY 
for all the facts on Panoramic Door dishwashing to upgrade efficiency and 
pare costs in your kitchen! 


TOLEDO 


Division of TOLEDO SCALE CORPORATION ©°* 245 Hollenbeck St., Rochester, N. Y. 
Today, More Than Ever, It Pays To Go TOLEDO All The Way! 


« Fast, Hi-Speed Mixers 


action _ tho d positive 

disc and cylinder. Low counter, conveyor and Model TM-20 
waste. Portable rackless “types. Ad- Go qt.) shown. Also 
cabinet type. —_— easy qt. and 60 qt. sizes, 
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A 
Teledo Mode! 2T-P-60, fresh wator Model 3T-P-103R, recirculating prewash 
prewash. Length only 60 —prewash, New 3-tank Toledo with Panoramic Door 
wash, rinse-—Panoramic Door— 103 in length . 12,600 dishes per 
4805 dishes per hour capacity. .. Also hour capacity. Prewash, wash, rinse. Also 
pacity p 
Model 2T-P-60R, recirculating prewash Model 3T-P-103, fresh water prewash. 
Tolede “10” Slicer . . . 
aA\Sat. Combines handsome Disposers . . . Heavy- * 
design with fast, easy duty for fast, trouble- | 
Easy to free operation. Full 
n—parts tilt away choice of sizes from 
% HP up to 3 HP 
ee able. sharp- available in a wide 
: ening. Positive gauge selection of cone sizes. 
plate control. 


Every GENERAL HOSPITAL in the 
U. S.—from 25 beds to the largest— 
can have the benefits of a LINDE 
liquid oxygen system. 


An experienced LINDE represen- 
tative can tell you quickly which 


| unit best suits your use. Rate of 
monthly oxygen consumption and 
your geographical location are the 
determining factors in selecting the 
proper unit for your hospital. If 
you do not have piping, the LINDE 


representative can advise you how 


best to adapt your hospital to re- 
eee LIQUID OXYGEN ceive LINDE liquid oxygen service. 


Learn how you can take advan- 


FO R ALL tage of more than 50 years of LINDE 


experience in the oxygen business. 
Call your nearest LINDE represen- 


GE NERAL HOSPIT ALS tative or distributor. Or write Linde 


Company, Division of Union Car- 
bide Corporation, 30 East 42nd 


25> BEDS OR LARGER! °- New York 17, N-Y. In Canada: 


Surprisingly compact, this 90 VCC unit 
holds 90,000 cu. ft. of oxygen. It’s a rela- 
tively small package because at atmospheric 
pressure liquid oxygen in its gaseous state 
would require 862 times more storage space. 


One of the most popular storage units is 
Linpe’s new AT-25. It holds 25,000 eu. ft. 
of oxygen, yet fits in an area only five feet 


square. 
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Linde Company, Division of Union 


Carbide Canada Limited, Toronto. 


Both portable and compact, the LC-3 con- 
tainer can be moved about by one man—yet 
holds 3000 cu. ft. of oxygen, the same as 12 
conventional cylinders. LC-3’s can be used 
at the bedside or manifolded to provide a 
continuous supply to the piping system. 


inte 
TRADE-MARK 


“Linde” and “Union Carbide” are 
registered trade-marks of Union Carbide Corporation. 


CARBIDE 
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Standing: Thomas B. Lucas, business manager. 
Seated: Administrator Karl E. Warming. 


BURROUGHS HOSPITAL ACCOUNTING MACHINE 
CUTS PAYROLL PROCESSING TIME 75% AT 
HARDIN MEMORIAL HOSPITAL 


The seene: 100-bed Hardin Memorial Hospital, Elizabethtown, Kentucky. 


The jobs: Te payroll for 150 employees ... plus patient accounting, 
accounts payable and general ledger. The 


equipment: Burroughs Sensimatic Accounting Ma- 
chine. The results. as told by Business Manager 
Thomas B. Lucas: “Our machine has brought 
about a great savings in time and costs. For 
example, bi-weekly payroll processing, once a 
2\4-day job, now takes only five hours. What’s 
more, the machine frees me for more supervisory 
and administrative work.” _gurroughs and Sensimatic—TM’s 


Hardin Memorial Hospital is one of many ng a4 


hel new accounting } B hs 
urroughs office automation equipment. For de- re] 
iagnosis.”’ our near ranch now 
write Burroughs Sorpevabien:, Detroit 82, Corporation 


Michigan. 
“NEW DIMENSIONS | in electronics and data processing systems” 
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In hospitals, clinics, and in the office...case 
after case of congestive heart failure 
hypertension 
hypertensive vascular disease 
premenstrual edema 
edema of pregnancy 
steroid-induced edema 


edema of obesity 
nephrosis 


ESIDRIX 


(hydrochlorothiazide CIBA) 


A PRODUCT OF CIBA RESEARCH 


SUPPLIED: Esidrix Tablets, 25 mg. (pink, scored) and 
50 mg. (yellow, scored). Complete information avail- 


able on request. 
C BA 
SUMMIT, NEW JERSEY 


2/2804MK 
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Enstaph is a complete germicidal laundry soap which 
includes specially formulated anti-bacterial agents to 
control staphylococcus aureus effectively while fab- 
rics are in use. . 

Being a complete soap, Enstaph is easy to use. 
The germicide is built in. No extra formulas or addi- 
tives are needed—so use costs are low. 

The substantive quality of germicides in Enstaph 
has been thoroughly documented in laboratory and 
hospital tests. The test shown at right was designed 
to parallel the conditions where fabric is contami- 
nated with pus, blood, urine,food, etc. Bacteria strains 
used were isolated from hospital environments. 

Contact inhibition tests using FDA #209 Culture, 
Stability and Toxicity tests ... all help to confirm that 


Battle bacteria on 
all hospital fronts 


FABRIC CONTACT PLATE TEST 


CLOTH WASHED IN CLOTH WASHED IN 


UNWASHED REGULAR FORMULA ENSTAPH 5 TIMES 


(MIXTURE OF STAPHYLOCOCCI) 


ENSTAPH Fights ‘Staph’... Effectively 


Enstaph is only one of three effective “Staph 
Control” products by Swift. Each has been 
especially formulated to decrease the incidence 
of staphylococcus infection in a specific ‘““dan- 
ger’ area in the hospital. The results of ex- 
haustive tests used to help determine the 
effectiveness of these products are available 
to you upon request. Write Swift for details 
on how you can benefit from Swift’s ANTI- 
STAPH program. 


105= YEAR 


SWIFT & COMPANY 


FOR PATIENT AND STAFF SCRUB... 


exanud 


In bar, liquid and liquid concentrate. 
For pre- and post-op personal wash 
and scrubbing. 


ew eee eee 


FOR ALL CLEANING... 


Hercules 


Liquid detergent concentrate and 
| — powerful germicide to combat staph 
—— on walls, floors, etc. 


IN THE LAUNDRY... 


ENSTAPH 


The complete germicidal soap. Sub- 
stantive to fabrics. Proven anti-bac- 
terial activity. 


SOAP DEPARTMENT ~- 4115 Packers Ave., Chicago 9, Illinois 
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sewice headquarters 


Leaves of absence 


From time to time members of the 
medical staff indicate an interest in 
leaving the hospital to pursue their 
studies—usually for a period of one 
month to six months. 

Do other hospitals have a policy of 
granting leaves of absence, thus keep- 
ing the physician as a member of the 
staff? Would it be necessary to have a 
provision in the bylaws for extended 
leaves of absence? 


Many hospitals do allow leaves 
of absence to physicians to take 
postgraduate training. This is a 
practice to be desired. 

There is no need to be concerned 
with any provision in the bylaws 
as this can be done on a simple 
correspondence basis: a request to 
the governing board. The physi- 
cian’s staff status would thus not 
be jeopardized. 

—J. R. ANDERSON, M.D. 


Bonds and depreciation 


Is it a recommended procedure to 
depreciate equipment and building 
when the hospital is retiring a bonded 
indebtness or if it is renting and the 
rent is applied to the retirement of 
bonds? 


The issuance of bonds is quite 
similar to borrowing money by 
issuing a mortgage note and a 
mortgage. The greatest difference 
between the two is that when 
bonds are issued, a number of bonds 
(often in denominations of $1000) 
are issued in place of one mortgage 
note. 

Repayment of the bonds is a 
long-term liability and would not 
appear to have any effect on the 
depreciation of the equipment or 
building. 

Depreciation, as defined in the 
manual, Uniform Chart of Ac- 
counts and Definitions for Hospi- 
tals, published by the Association, 
is as follows: 

“Depreciation, in the accounting 
sense, is the gradual absorption, as 
expense, of the cost of buildings 
and equipment, to reflect the ef- 


The answers to these questions should not be con- 
strved as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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fects of wear and tear, inadequacy, 
obsolescence, etc. Depreciation is 
based on the number of years 
which the asset is expected to be 
in use.”—Ray S. MATYLEWICZ 


Fire extinguishers 
Are soda acid fire extinguishers ef- 
fective for use in patient areas? 


It is our opinion that soda acid 
fire extinguishers may be used 
against any Class A fire—wood, 
textile fibers, paper, and other 
ordinarily combustible materials. 
As you may know, the soda acid 
extinguisher is effective only 
against such fires. 

However, concentrated sulfuric 
acid contained in the soda acid ex- 
tinguisher will cause burns. Even 
when four ounces of acid are di- 
luted in 2% gallons of water, the 
acid concentration may be mildly 
irritating. Anyone splashed with 
this solution should wash it off 
with water immediately. 

There is also the possibility of 
Class B and/or C fires occurring 
in patient areas and it is necessary 
to have the proper type of extin- 
guishers to combat these fires. 
Class B fires are those in flammable 
liquids such as oil, anesthetics or 
organic solvents. Class C fires are 
those in electrical equipment 
where the use of a nonconducting 
extinguishing agent is necessary. 

A thorough discussion of fire 
extinguishers and their uses can 
be found on pages 9 to 15 of the 
Hospital Safety Manual. If your 
hospital library does not have this 
manual it can be obtained from 
Association headquarters at $2 per 
copy.—EDWARD J. MILLER 


Hospital research trust 


When was the Hospital Research 
and Educational Trust established? 
What is its function? 


The Hospital Research and Edu- 
cational Trust was organized in 
1944 by declaration of trust as the 
Educational Trust of the American 
Hospital Association. Its name was 
changed in 1957 to the Hospital 
Research and Educational Trust. 


The trust was formed to enable 
foundations, commercial organiza- 
tions and individuals to contribute 
funds for educational and research 
purposes and to give to these 
donors the benefits of the federal 
income tax laws and regulations 
relating to the deduction of contri- 
butions to religious, charitable, 
scientific, educational and research 
organizations. Donors, because of 
the fact that the AHA itself was 
exempt from income tax under 
Section 501 (c)(6), were either 
prohibited from making such con- 
tributions or were not allowed to 
deduct these contributions for tax 
purposes. The trust, therefore, was 
established as an educational and 
research organization with the fol- 
lowing purpose: 

To engage in and encourage edu- 

cation in hospital administration 

and related areas; to conduct 
scientific research in those areas 
all to the end of the general 
health education of those in the 
field of hospital administration 
and of the general public; to in- 
crease the fund of knowledge in 
and available to those engaged 
in administrative areas of insti- 
tutions serving the sick. 

—JOHN E. SULLIVAN 


Assigning patients numbers 


What is the accepted procedure re- 
garding the assignment of a hospital 
number to a newborn infant? It is our 


present policy to assign a number to 
the newborn infant only if the mother 
has been discharged and the infant 


remains as a patient. 


The practice recommended with 
regard to issuing hospital numbers 
to the newborn is that each infant 
born alive be given a_ hospital 
number separate from the mother’s 
number. The records pertinent to 
the infant as distinguished from 
those pertinent to the mother, are 
filed separately under the baby’s 
number. 

We believe this is a practical 
and orderly procedure and it has 
been found to be the most desirable 
way of handling this problem. 

—HELEN D. McGuire 
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IF IT’S A GENUINE Gendron 


Model 868 Rec 


..- IT’S THE FINEST OF ITS KINDI 
for quality, durability... for assured patient comfort! 


o. The most versatile, new wheel stretcher de- _litter, and a durable hydraulic lift for 
a signed for convenience and protection of the Trendelenberg position elevates approxi- 
‘a patient. This low cost recovery room wheel mately 12 inches. 72’ long, 30” wide and 


stretcher combines all the important fea- 


two swivel fork locks, two brakes, blanket 
shelf and conductive rubber tires. Side rails 
can be raised to two positions or lowered 
entirely out of the way. The intravenous 
attachment has sockets on each side of the 


33%” from the floor, the Gendron stretcher 


a tures of the standard wheel stretcher with is made with sturdy, welded tube construc- 
- those requirements so necessary in new, _ tion and conductive aluminum bronze finish. 
: hospital recovery rooms. It is equipped with | Wheels: 10’’ diameter, disc type ball bear- 


ing. Ball bearing swivel forks. 1%” con- 
ductive rubber tires. Model 869, same, ex- 
cept of stainless steel at additional cost. 

rite today for Gendron’s complete catalog. 


GENDRON ...FOR OVER 85 YEARS THE QUALITY MANUFACTURER 
OF WHEELED EQUIPMENT FOR THE PATIENT OR THE HANDICAPPED 


WHEEL INVALID COMMODES- INVALID WALKERS 


WHEEL CHERS 


THE 


overy Room 
Wheel Stretcher With Accessories 


GENDRON 
WHEEL COMPANY 
PERRYSBURG, OHIO 
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NATIONAL CHEMSEARCH, 


Works wonders! New Plex-I-Gloss floor finish especially designed for 
heavily trafficked floors. Plex-I-Gloss saves time and maintenance dollars 
with one-step application ...long-wearing protection that requires no 


buffing! Lasts longer than ordinary Leader in 
finishes . . . easily maintained with a ‘cal ; 


CHEIMISEARCH, cone 


DALLAS + LOS ANGELES 
ST. LOUIS + NEW YORK 


For on-the-spot assistance, see your 
National Chemsearch representative. 
Well trained, experienced in dealing with 
your kind of problems... backed by one 
of the finest research staffs in the 
industry. 
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New mothers are reporters 
‘ in hospital news service 


A do-it-yourself news service was initiated in 
the obstetrics department of St. Elizabeth’s Hospi- 
tal, Chicago, during National Hospital Week. In 
order to help the new mother report the news of 
her baby to the community press, the hospital has 
prepared the “Flash’—a 5% x 8 inch printed form 
for the mother. The form provides space for names, 
dates, addresses and other data and folds into an 
envelope. (See illustration at right.) 

Sister M. Joann, P.H.J.C., administrator of the 
hospital, reports that the news service was planned 
to give the patient the option of sending the birth 
announcement to the community paper. Giving the 
mother-reporters this assignment at a time when 
they have more leisure, they can more easily re- 


BIG NEWS AT ST. ELIZABETH'S HOSPITAL IS THE ARRIVAL OF 


born on 


Named Day and date 


Boy or girl 
or twins 


This i, sot the couple's first child. 


Other children in the family are: 


port the “fact’’. 

Sister M. Phil- 
omene, P.H.J.C., 
R.N., supervisor 
of the hospital’s 
obstetrics de- 
partment and 
director of the 
news service, 
assists the 
mothers in rec- 
ognizing infor- 
mation which 
may be of inter- 
est to the editor. 
She also pro- 
vides the moth- 
ers with a news- 
‘paper directory. 


Automatic washer brings 
automation to formula room 


Automation in cleaning bottle 
nipples became a reality at Mount 
Carmel Mercy Hospital, Detroit, 
through use of a home-type auto- 
matic washer. In each washing 
cycle the nipples receive a 15- 
minute wash, three separate rinses 
and a spin dry. In 45 minutes ap- 
proximately 200-250 nipples are 
washed, rinsed and dried. This 
procedure requires only five min- 
utes of personnel time. 

Ironically enough, this procedure 
- was developed after the hospital’s 
formula room was equipped with 
an electric (but not automatic) 
nipple washer. The nipple washer 
‘required manual operation of hot 
and cold water faucets to fill it, 
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manual control to open and close 
the outlet drain and manual con- 
trol of the electrical switch. These 
operations were necessary for each 
cleansing process (wash and three 
separate rinses). This washer had 
neither an automatic timer nor 
facility for drying the nipples; the 
latter requirement, the hospital be- 
lieves, is an advantage in prevent- 
ing contamination of the clean nip- 
ples before they are sterilized. 
Moreover, since each cycle of the 
nipple washer processed only half 
as many nipples as the automatic 
washer, it was necessary to keep a 
larger inventory of nipples in cir- 
culation. 

Time spent in processing nipples 
in the electric washer was a double 
loss because the flow of other work 


in the clean-up area stopped. The 
hospital found that when personnel 
attempted to do other work while 
filling the washer with water to 
wash or rinse the nipples, the floors 
were flooded. In stress situations 
such as these, the possibility and 
danger that a wash period or the 
number of rinses may, even unin- 
tentionally, be shortened could not 
be ignored. 

Helen Braley, R.N., formula 
room supervisor at the hospital, 
reports that automation—its safe- 
guards and its economy of time 
and equipment—is important to the 
efficient operation of the formula 
room at Mount Carmel Mercy Hos- 
pital, where an average of 600 
bottles of infant formula are pre- 
pared daily. . 
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Please Print All Information 
to and 
Mother Father Family Name 
Address 
al 
Hospit 
chicago 24» Tin 
H | Yours truly, 
Telephone Number Parent sign your nam 
paitor nt sign your nam 


STANDARD Hospital Accounting and Charge 
Control Systems that reduce 
accounting detail up to 50% 
...@liminate late and lost charges! 


Forms for the following SYSTEMS are in stock 
ready for immediate delivery. 


in-patient income and credit adjustments 
in-patient cash recéipts 

out-patient income 

out-patient cash receipts 

nurse’s record 

special services charge control 
laboratory charge control 

accounts payable 

payroll 

All systems conform fully with 1959 Uniform Chart of 


Accounts and Definitions for Hospitals by 
the American Hospital Association! 


write for this free booklet describing these efficient, 
economical standard systems 


Mall this coupon today to Hospital Forms Division, 

The Reynolds & Reynolds Company, Dayton 1, Ohio. 
Hospital 
Name 
Position 
Address 


THE REYNOLDS & REYNOLDS COMPANY 


HOSPITAL FORMS DIVISION 

Dayton, Ohio * Celina, Ohio * Dallas, Texas * Los Angeles, California 
BUSINESS FORMS AND SYSTEMS SINCE 1866 

Also manufacturers of Post-Rite Pegboard Accounting Systems 


JULY 1, 1960, VOL. 34 39 


| 
= 
City State 


7 
- = 
— 
q 


= 


You’re a hospital administrator 
...not a laundry specialist! 


As many hospital administrators will tell 
you—handling your own laundry is horse 
and buggy management. 

It creates needless overhead—the pur- 
chase and replacement of linens . . . extra 
laundry personnel...extra supplies...extra, 
expensive equipment... extra maintenance. 
And don’t forget that laundering space 
could be turned into room for extra beds. 

Your local Linen Supplier can furnish 


Look in the Yellow Pages under ‘Linen Supply’’ or ‘‘ Towel Supply." 


Note: No investment, no 


maintenance, no inventory. 
Everything is furnished and Association of America 


serviced by your local linen 


every cotton cloth item your hospital re- 
quires— sheets, pillowcases, towels, gowns, 
uniforms, etc. He will launder them hy- 
gienically, maintain your inventory for you 
and keep you supplied on a schedule that 
suits your needs. And, of course, you pay 
only for what you use. 

Make that call to your Linen Supplier 
now. Find out how Linen Supply can cut 
your overhead . . . improve efficiency. 


supplier, at low cost. and National Cotton Council + 22 West Monroe Street, Chicago 3G, Ililinois 
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when standard 
anti-shock 
measures fail 


overwhelming infection, Solu-Cortef triggers with 

vasopressor effects. As a result, patients often 

respond to Solu-Cortef when standard anti-shock * 

mg. or 100 mg. hydrocortisone (as hydrocortisone 

sodium succinate) and in 10 cc. size vial containing 

200 mug, per vial. 1.V. HYDROCORTISONE 


In shock resulting from trauma, surgery, or restore and maintain hemodynamics 
measures have failed. 

Supplied: In 2 ce. size Mix-O-Vial* containing 250 
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the i indication: 
the ing incidence: high 


the infe probably “the common 


“the the ideal: by tari the most effective drug” 


brand of nitrofurantoin 


. by far the most effective drug to be employed, and this has been substantiated in practice. It is a 
drug of low toxicity and, what is more important, bacteria rarely if ever become resistant to it. It can 
be employed for long periods of time, is bactericidal and does not favor the appearance of monilial 
infections.”’$ 
Indicated in: acute and chronic prostatitis » benign prostatic hypertrophy (to prevent or treat con- 
comitant infection) = postoperatively in prostatic surgery 


Supplied: Tablets, 50 and 100 mg., Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957. 2. Farman, F., and 
McDonald, D. F.: Brit. J. Urol. $1:176, 1959. 3. Sanjurjo, L. A.: Med. Clin. N. America 43:1601, 1959. 


EATON LABORATORIES, NORWICH, NEW YORK 
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editorial notes 


—the smaller hospital concept 


HE SMALLER hospital has been 

defined in many ways. In most 
instances, the definition has had to 
do with bed size. In many in- 
stances, the number of beds chosen 
for use in the definition has been 
any figure less than 100 beds. Pos- 
sibly we are at the time in hospital 
development when some criteria in 
addition to number of beds should 
be included in the definition of the 
smaller hospital. This approach 
could be rationalized on the basis 
of the more recent development of 
specialty or subspecialty smaller 
hospitals, and further upon the 
fact that many hospitals of more 
than 100 beds have not found it 
necessary, because of the proximi- 
ty of available services, to develop 
many specialty and subspecialty 
services. If this supposition is ac- 
ceptable, then a definition of the 
smaller hospital would contain a 
criterion having to do with the 
number of services offered, in ad- 
dition to the number of beds main- 
tained. 

I do not know that there is any 
more need for defining the smaller 
hospital than there is for defining 
the larger hospital, particularly in 
the light of the definition contain- 
ing a standard having to do with 
services offered and educational 
programs maintained. 

Regardless of the criteria defin- 
ing the smaller hospital, organiza- 
tion and staffing remain as impor- 
tant to it as to the larger hospital. 
The organization should be formal 
because by being formal, the staff- 
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ing problem will be made easier. 
In many ways, the smaller hospi- 
tal with a formal organization has 
advantages over the formally or- 
ganized larger hospital. The degree 
of the advantage would be some- 
what lower if the smaller hospital 
were located in an urban area 
rather than in a rural area. 


‘Was SMALLER HOSPITAL can ob- 
tain community representation 
with fewer trustees. It is more sat- 
isfactory for efficiency’s sake to 
have a smaller number of trustees 
to work with and it is more satis- 
factory for each trustee in accept- 
ing his total responsibilities to 
have direct, rather than indirect, 
contact with the problems of the 
hospital and the health problems 
of the community. Since the entire 
board can perform needed com- 
mittee functions as a committee- 
of-the-whole, a small board needs 
fewer committees. Better attend- 
ance at meetings and a greater 
interest in the affairs of the hos- 
pital can be assured by having a 
smaller number of trustees. 

The smaller board possibly may 
create a bigger problem in regard 
to tenure because the extended 
activities of the trustee will have 
established him as a vital factor 
in the welfare of the community. 
However, in regard to tenure, 
many hospital people favor un- 
limited, rather than limited, ten- 
ure when the trustee continues in 
health and is able to accept and 
discharge his responsibilities. 

The responsibilities of the trus- 


tee of the smaller hospital are just 
as great as, or maybe greater than, 
the responsibilities of a trustee of 
a larger hospital. The organization 
chart of his hospital may not be 
as “wide and long’, but because 
of this, he needs an intimate 
knowledge of the necessary func- 
tions to be performed so that he 
can properly approve the coordi- 
nation of functions within the or- 
ganization. 

Probably one of the biggest re- 
sponsibilities of the trustee of the 
smaller hospital is the delegation 
of authority to the administrator 
and to the medical staff. Intimacy, 
again, magnifies this responsibility 
in the smaller hospital. In the 
smaller community, the trustee 
knows more about the people of 
the community, and more people 
of the community know him. This 
knowledge puts more pressure on 
the trustee to act on occasion as 
the administrator and as “medical” 
consultant to the medical staff. 


‘Ee MAIN responsibility of a 
trustee of the smaller hospital is 
to see that the hospital has a for- 
mal and complete organization 
which properly delegates authori- 
ty, so that the hospital is a good 
place in which to be sick and a 
good place in which to work. 
As previously stated, the or- 
ganization of the smaller hospital 
may not be as broad as that of 
a larger hospital. Therefore, the 
allocating of functions to individ- 
uals becomes a major concern to 
the administrator of the smaller 


43 


1ATION 
4 
Si 
=< > 
fo 


Am: 


4 


nf 


> 


tee 


a 
> 


hospital. In contrast to this, the 
administrator of a larger hospital 
is more concerned with proper 
placing of functions within depart- 
ments. The administrator or any 
of the personnel of the smaller 
hospital will be responsible for 
functions that would overlap two 
or more departments of a larger 
hospital. Allocating functions to a 
department versus allocating func- 
tions to individuals is the major 
organizational difference between 
the smaller hospital and the larger 
hospital. The smaller hospital has 
the opportunity of obtaining the 
maximum production from em- 
ployees. 

This concept can be discussed 
as an advantage or disadvantage 
in relation to) staffing. It can create 


-more interest or less interest on 


the part of the employee because 
he will be responsible for more 
and varied duties. In this day of 
specialization, many employees do 
not want to be generalists, but 
wish to be responsible only for 
the duties in one area of activity. 
The appeal of employment in the 
smaller hospital remains, however, 
because there always will be many 
employees who receive more satis- 
faction from doing a variety of 
duties rather than performing 
fewer duties over and over. 

The administrator in the smaller 
hospital really has the major re- 
sponsibility. He must be an out- 
standing generalist because he does 
not have assistants to whom he 
can delegate major areas of re- 
sponsibility. What he can delegate 
he must delegate to individuals 
‘who have the capacity to perform 
in more than one area. 

The medical staff, in most in- 
stances, will consist of a few phy- 
sicians who will be mainly gen- 
eralists. Its responsibilities may be 
less than those of the hospital 
trustees, administrator and em- 
ployees, because the physicians 
have the choice of referring cases 
to a larger hospital. 

The team approach to patient 
care can be very effective in the 
smaller hospital because of the 
more intimate knowledge which 


‘the members of the team possess 


about the total health care needs 
of their community.—To. TERRELL, 
administrator, Shannon West Texas 
Memorial Hospital, San Angelo, 
Tex. 
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IN WRITING 


A formal organization and 
written policies and procedures 
provide a solid background 
for meeting special 


smaller hospital problems 


by DANIEL N. FINCH 


N TAKING a realistic approach to formal organization 

in the small hospital, four major topics must be con- 
sidered jointly. These are the need for a formal organi- 
zation, the realization of an informal organization, the 
importance of written policies and procedures, and, 
finally, the problem of staffing the organization. 

It is always wise to keep in mind the setting of the 
small hospital. Improved communication and transporta- 
tion may have made the world smaller, but nonethe- 
less, the hospital in the smaller town does have some 
distinctly different problems from the hospital in a 
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large metropolitan area. Overcom- 
ing these problems requires plan- 
ning and foresight. 


The textbook approach to formal 
organization would almost always 
call for the presentation of a for- 
mal organization chart. There is 
no doubt that all hospitals should 
have one, but each hospital has 
some differences in its formal set- 
up. 

There is a psychological factor 
involved in having a formal or- 
ganization chart. Each department 
head and employee can see, at 
least on paper, his level of re- 
sponsibility in the organization. 
Through the formal chart, super- 
visors who have taken on too 
much responsibility over the years 
can be subtly informed that others 
in the organization have equal 
rights. Most administrators have 
had experience with a department 
head who assumes a “Rock of 
Gibraltar” position along with too 
much authority. With proper guid- 
ance, this type of person is often 
a valuable asset. A thorough dis- 
cussion of formal organization can 
begin the re-education process 
necessary for such a person. 

The formal organization chart is 
also a valuable educational tool 
for new employees, medical staff 
members and board members. New 
employees want to know where 
they stand. Frequently the phy- 
sician does not understand the 
formal organization. This may be 
particularly true of recently grad- 
uated physicians. The governing 
body should also have a clear un- 
derstanding of the hospital’s for- 
mal structure. 


THE ORGANIZATIONAL CHART 


The organizational structure of 
the Bucyrus (Ohio) Community 
Hospital, which has 50 beds, is 
shown on the accompanying chart 
(see p. 46). This chart illustrates 
how the formal organization of a 
smaller hospital might be set up. 

Except for certain areas, the 
organizational chart. is very much 
like those of many other hospitals, 
large or small. The board of trus- 
tees has direct control over the 
medical staff and the hospital. The 
administrator is responsible for 
the operation of the hospital but is 
also responsible for acting as liai- 
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In his discussion of the over-all or- 
ganizational and staffing patterns of 
the smaller hospital, the author em- 
phasizes the advantages of a formal 
organization and the importance of 
written policies and procedures. He 
also discusses the influences of the 
informal organization and explores 
methods the smaller hospital can use 
to obtain a qualified staff. 


son between the medical staff and 
the board of trustees. 

Purchasing is handled by the ad- 
ministrator; personnel, payroll and 
accounts payable come directly un- 
der the administrator’s secretary. 
These dual jobs are the first indica- 
tion of the doubling up of duties 
necessitated by the smallness of 
the hospital. 

The various major departments 
and subdepartments are shown 
toward the bottom of the chart. 
Under the director of nurses 
come the usual medical-surgical 
floors, surgery and _ obstetrics. 
However, the drug department is 
also supervised by the director of 
nurses. This drug department will 
probably be reorganized into an 
efficient pharmacy department at 
some later time. 

The service department includes 
housekeeping, maintenance, en- 
gineering, laundry and stores. This 
is a convenient job combination 
for the small hospital. This com- 
bination of functions seems to help 
eliminate much of the friction 
found between these various duties 
when they are organized under 
separate departments. 

The dietary department is han- 
dled by a food service plan and is 
paid for on an adult patient-day 


basis. Pathology and radiology are 


under part-time supervision. Fi- 
nally, the business office and medi- 
cal record department complete 
the formal structure. 


Administrators are constantly 
aware of overlapping lines of re- 
sponsibility and authority. Hospi- 
tals have some peculiar problems 
which industry does not have. The 
physician’s influence is one such 
peculiarity. The operating room 
supervisor controls personnel ex- 
cept during an operation and then 
the surgeon has control. The phy- 
sician can give an order to a floor 
nurse about his patient; the floor 


nurse must then act promptly with- 
out regard to her immediate su- 
pervisor. 

The housekeeping maid in pa- 
tient areas must be somewhat con- 
trolled by the nursing department. 
Many hospitals assign housekeep- 
ing personnel permanently under 
the nursing department. Regard- 
less of how it is handled, control 
from the nursing staff is present 
and must be recognized as some- 
thing peculiar to the hospital. 

There are many other problems 
which are peculiar to hospitals. 
For example, the business office 
must rely on charges which are 
sent to them from such depart- 
ments as nursing, x-ray, labora- 
tory and pharmacy. The pharma- 
cist may become upset because the 
night supervisor leaves the shelves 
in disorder. The medical record 
librarian may feel that it is a 
nursing department duty to de- 
liver charts of discharged patients 
to her department promptly at 9 
a.m. on the day following dis- 
charge. 

All administrators are familiar 
with how a strict interpretation of 
formal lines of authority may bog 
down in everyday practice. De- 
partment-head meetings and care- 
ful initial selection of supervisors 
may help to increase cooperation, 
but, nonetheless, some overlap and 
confusion of authority and respon- 
sibility always exist. 


EXTERNAL INFLUENCES 


External influences in all organ- 
izations affect both the formal and 
informal organization. One of these 
is the social status attached to 
various jobs. The old idea that the 
physician looks down on the nurse 
and the nurse looks down on the 
aide and the aide unleashes her 
wrath upon the maid has some 
truth. At one hospital, there was 
trouble when graduating practical 
nurses were provided with caps 
similar to those of the registered 
nurses. This cap incident caused a 
great deal of ill will among the 
registered nurses. Caps or no caps, 
we have all seen this type of jeal- 
ousy with the advancement of 
aides and practical nurses. 

Another outside influence has 
been the growth of all kinds of 
professional groups. For many 
years, we have been familiar with 
the medical societies and regis- 


45 


f 4, 


j 


\ 


i 


wil 
its 


ar 


| “AN 


tered nurse societies. But in recent 
years, associations have developed 
for medical record librarians, lab- 
oratory technicians, x-ray techni- 
cians, dietitians and, most recently, 
practical nurses, accountants and 
engineers. Administrators have 
knowingly or unknowingly had to 
pattern the hospital organization to 
meet standards and demands made 
by these various groups. The em- 
ployee has developed strong at- 


-tachments to these outside groups 


—often he has become more loyal 
to the outside society than to the 
hospital where he is employed. 


WRITTEN POLICIES, PROCEDURES 


To make formal organization 
work better, all kinds of written 
procedures have come into exist- 
ence. The first written procedure 
that a new employee sees is the 
personnel policy. If the employee 
becomes a member of the nursing 
staff, a nursing procedure manual 
is very useful. The many kinds of 
general instructions cover such 
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things as credit policies for pa- 
tients, discounts, visiting hours, 
dietary instructions, emergency 
department procedures and dis- 
charge information. There may 
also be written procedures to hand 
the patient upon admittance. 

What do all of these written in- 
structions do for organization? 
Their first obvious advantage is 
education. New employees can be 
more quickly oriented to hospital 
policies. Good written procedures 
assist in educating physicians, 
board members and the general 
public. 

Written procedures also help to 
eliminate misunderstanding be- 
tween departments. If employees 
understand procedures and the 
reasons for them, a united front 
is presented to the public. Unless 
there is general understanding and 
acceptance of procedures, it is not 
uncommon for the business office 
to tell the patient one thing and 
for the nursing department to tell 
him the opposite. 


ACCOUNTS 
RECEIVABLE 


Well written procedures provide 
a basis for easier periodic review 
and revision. Word-of-mouth pro- 
cedures tend to hang on even after 
the need for the rule is not appli- 
cable. It is important for the hospi- 
tal executive staff to keep policies 
streamlined and up to date. 

Often the mere writing down of 
a policy or procedure will elimi- 
nate an unpleasant situation. This 
can be particularly valuable in 
medical staff relationships. The 
posting of a written policy based 
on logic and sound reasoning will 
frequently clear up a touchy situa- 
tion which is difficult to approach 
in a face-to-face meeting. This is 
particularly true when the unde- 
sirable procedure has been custo- 
mary for a long time. 


THE STAFFING PROBLEM 

Written procedures and formal 
organizational charts mean little 
without the right people to handle 
the jobs. We must always arrive at 
that point where philosophizing 
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ends and action begins. How does 
the small hospital meet the tre- 
mendous job of staffing? The pa- 
tient must have high grade care 
regardless of a hospital’s size and 
location. 

Qualified supervision is essen- 
tial to good patient care. The small 
hospital needs good supervisors as 
much as the large city hospital 
does. Actually, the administrator 
in the smaller hospital may have 
even greater need for a flexible 
time schedule than others. In many 
cases he is operating without an 
assistant. Often the administrator 
is the major source for stimulating 
progress; his hospital does not have 
the impetus brought by changes 
in a neighboring hospital. Fre- 
quently, there is an inactive medi- 
cal society. Accreditation is often 
lacking because the medical staff 
fails to see the need for it. In the 
larger city, hospitals actually can 
be shamed into becoming accred- 
ited if all other neighboring hos- 
pitals have qualified. 

It is often difficult to attract 
qualified supervision to the small 
hospital. Such factors as budget 
limitations, a less glamorous set- 
ting, limited teaching facilities and 
a limited supply of labor are all 
detrimental. The small hospital 
may not be large enough to chal- 
lenge a top professional person and 
often the governing board is re- 
luctant to authorize salaries high 
enough to attract satisfactory su- 
pervisors. Smaller hospitals sel- 
dom create their own supply of 
trained personnel; it usually is not 
feasible for them to have nursing 
schools and technical schools. 


USING COMMUNITY RESOURCES 


Small hospitals have solved these 
problems in varied ways. The use 
of a commercial laundry is often 
a convenient and economical meth- 


the 
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od for linen service. Many hospi- 
tals use a local pharmacy for sup- 
plies, supervision and consultation. 
The public accountant who does 
the annual audit is generally will- 
ing to give day-to-day advice, thus 
substituting as a controller. The 
fee for this service is usually rea- 
sonable. 

Electronic machine service cen- 
ters are growing in number. These 
systems are set up to handle medi- 
cal record statistics, medical audits, 
payroll, accounts payable, inven- 
tory control and other services. 
Payroll checks cost only a few 
cents each, This service can elimi- 
nate the need for machine book- 
keeping and for a machine opera- 
tor. 

Recently, food service plans by 
food service companies have be- 
come available for hospitals. These 
can provide a complete dietary 
service or supplement one con- 
trolled by the hospital. The com- 
plete dietary service, supervised 
by a registered dietitian, seems 
more valuable for the smaller hos- 
pital. 


THE SUPERVISORY PROBLEM 


Another method used by small 
hospitals to solve the supervisory 
problem is the sharing of a super- 
visor or professional person be- 
tween two or more hospitals. For 
many years, this plan has been 
used for pathologists, radiologists 
and even purchasing departments 
in larger hospitals as well as in 
small hospitals. However, the 
sharing of a controller, pharma- 
cist, medical record librarian or 
dietitian has not become wide- 
spread. Such sharing of personnel 
seems to work out in many cases. 
Perhaps governing boards of neigh- 
boring one-hospital towns could 
create working arrangements for 
sharing. 


Daniel N. Finch is administrator of the 98-bed Bucyrus (Ohio) Commu- 


Administrators are sometimes 
reluctant to share personnel or to 
seek an outside service because of 
the mistaken idea that they would 
be losing some authority and con- 
trol. In reality, the administrator 
would have more control. He would 
be dealing with a person of execu- 
tive caliber, who could more easily 
interpret and carry through his 
ideas. A well supervised hospital 
should enhance the position of any 
administrator in the eyes of the 
governing board and community. 

With any new program, financial 
considerations must be carefully 
studied. Frequently the cost is 
cheaper with outside services or 
with shared personnel. Increased 
cost might well be offset by higher 
professional standards. Many hos- 
pitals have found that increased 
cost for a better service ultimately 
provides more revenue because 
usage of the service increases. 

Often better supervision at a 
higher cost will initially provide 
tighter controls—thus there is no 
ultimate increase in cost. Once a 
pharmacist begins to take charge 
of buying and controlling charges 
to the patient, the administrator 
may become aware that many 
drugs previously used by patients 
had never been charged to the 
patient’s bill. 


SHARING CAPITAL INVESTMENT 


Finally, in considering finances, 
capital investment must be re- 
viewed. By using an outside serv- 
ice such as a laundry, no invest- 
ment in equipment is necessary. 
The sharing of personnel by hos- 
pitals promotes the sharing of 
expensive equipment. The individ- 
ual hospital, which could not buy 
certain equipment at all, may be 
perfectly able to participate on a 
sharing basis. Ultimately this _— 
to better patient care. 


nity Hospital. Since Mr. Finch joined the hospital’s staff two years ago, 
an $850,000 addition has been completed and the hospital’s bed complement 
has been doubled. He came to Bucyrus from Toledo, where he served as 
assistant administrator of St. Luke’s Hospital. Active in Ohio hospital 
and Blue Cross activities. Mr. Finch currently serves as a member of the 
Ohio Hospital Association insurance committee and the Blue Cross ad- 
visory committee, Central Hospital Service, Columbus. A nominee in the 
American College of Hospital Administrators, Mr. Finch completed his 
undergraduate work at Ohio State University and received his master’s 3 
degree in hospital administration from the University of Michigan. ‘a 
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FFICIENT ORGANIZATION of the 

medical staff is essential to 
good patient care in the hospital. 
Each hospital’s organization must 
be tailored to meet the needs of 
the local situation. The functions 
and responsibilities of the organ- 
ized staff explain why such organ- 
ization is necessary. In his book, 
Hospital Organization and Man- 
agement, Malcolm T. MacEach- 
ern, M.D., states that the functions 
of the organized medical staff may 
be summarized as follows: “pro- 
viding professional care of the sick 
and injured in the hospital; main- 


‘taining its own efficiency; self- 


government; participating in edu- 
cation; auditing the professional 
work, and furnishing advice and 
assistance to the administration.”! 


A FUNDAMENTAL OBLIGATION 


The Duke Endowment’s bulle- 
tin, The Small General Hospital, 


Organization and Management, 
says that the “. . 


. . fundamental 
obligation [of 
the medical 
staff] is to su- 
pervise and im- 
prove the char- 
acter of the 


professional 


work of the hos- 

pital,” and that 

the ‘‘interest 

and capacity of the medical staff 

will determine the limits of service 

to which the hospital attains.” 
According to the Joint Commis- 

sion on Accreditation of Hospitals, 

“Maintaining high standards of 


- medical care will depend upon the 


character of the staff and the ef- 
fectiveness of its organization to 
carry out the following duties: 

1. Selection of those recom- 
mended for staff appointments and 
hospital privileges. 

2. Constant analysis and review 


-of the clinical work done in the 


hospital. 

3. Support of medical staff and 
hospital policies. 

4. Maintenance of adequate 
medical records. 

5. Procurement of autopsies. 

6. Holding of necessary consul- 
tations.’’3 

The knowledge that physicians 
in a given hospital have organized 
themselves to improve the quality 
of patient service is reassuring to 
the public. Effecting this assurance 
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Efficient organization of the medi- 
eal staff, so vital to both large and 
small hospitals, must be adapted to 
the special needs of each institution, 
the author declares. After discussing 
knotty organizational problems which 
are peculiar to smaller hospitals, he 
suggests administrative attitudes and 
approaches for engendering an effec- 
tive medical staff organization. 


is also a worthwhile staff func- 
tion. 

Are these functions and respon- 
sibilities any less real in a small 
community hospital than in a large 
hospital? In a large metropolitan 
hospital, the organizational chart 
of the medical staff might, of ne- 
cessity, be somewhat like that 
shown in Figure 1. Many more 
specialties are represented on the 
large hospital staff than are found 
in the small hospital. The size of 
the larger hospital requires a 
greater diversity of services and a 
greater volume of organizational 


work to be carried out by members 
of the medical staff. 


BASIC REASONS FOR ORGANIZATION 


To function successfully, the 
chief and other officers on the 
medical staff of the large hospital 
must perform certain administra- 
tive, professional and social duties. 
Certainly the functions of the large 
hospital’s organized staff and its 
officers may differ in details from 
the functions of their counterparts 
in a smaller hospital. Neverthe- 
less, the basic reason for an organ- 
ized medical staff is the same in 
both. The smaller hospital needs 
an organized staff to perform the 
same functions and to assume the 
same responsibilities which are 
met by the large hospital’s staff 
organization (see Figure 2). 

On the other hand, it would be 
a serious mistake for the staff of 
a smaller hospital to attempt to 
copy the organization or bylaws 
and rules and regulations of a 
much larger staff. There are vast 


differences in the problems en- 
countered by different sized hos- 
pitals in creating and nurturing 
their organized staffs. The organ- 
ization and its rules of conduct 
must fit the local situation. It is 
often true that a physician’s at- 
titude, whether genuine or as- 
sumed, and his training toward in- 
dividualism are most apparent on 
a small staff. On a large staff, in- 
dividual personalities are more in- 
clined to be lost in the group. 


This is a major reason why or- 
ganization of the small staff is 
sometimes more difficult than that 
of the large staff. The physician 
has traditionally held a position of 
esteem in his community. A large 
portion of the small hospitals in 
our nation are community hospi- 
tals of recent vintage; many of the 
physicians on these staffs started 
their practices without the benefit 
of any community hospital. It 


THE SMALLER MEDICAL 
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must be remembered that it has 
been less than a generation since 
physicians in some rural commu- 
nities practiced alone, carrying 
their records of success and failure 
to the grave with them. 

Becoming part of an organized 
staff, where the individual’s work 
is open to scrutiny by his col- 
leagues, has not been an easy 
transition for the physician with 
this type of beginning. Because of 
the very nature of his work, it is 
frequently necessary for a physi- 
cian to depend upon his own 
judgment as the final authority in 
matters of life and death. This 
characteristic of the practice of 
medicine causes physicians gen- 
erally to be less inclined toward 
organization than people in some 
other professions or vocations. 

It has been observed that some 
of these physicians distrust and 
resent paramedical personnel and 
others who undoubtedly could be 
valuable aides. This unhealthy at- 
titude is surely born of misunder- 
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standing, because the cycle usually 
runs from ignorance and misun- 
derstanding to fear which then 
engenders hatred or distrust. A 
physician who works alone, using 
the hospital and consultation with 
colleagues on only rare occasions, 
robs himself of social, financial 
and educational security. These 
would all be encouraged by close 
identification with the hospital and 
by regular interchange of ideas 
and information with colleagues. 


Who is to blame for this physi- 
cian’s state—he, or the climate of 
the hospital community? The med- 
ical staff, the administration, and 
the board of trustees must make 
a sincere and continuing effort to 
assure this individual that the 
medical staff member does not 
surrender his jealously guarded 
prerogative. Instead, he must be 
made to understand that his con- 
tributions and the exchange of 
ideas will help other members of 
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the staff and himself. With proper 
encouragement, this physician can 


become a valuable staff member 


and a staunch supporter of the 
hospital. Ultimately, consultation 
and the free interchange of ideas 
and information results in im- 
provement for the individual 


members of a medical staff. 


Physicians generally have come 
to accept the hospital administra- 
tor as a permanent fixture; wheth- 
er or not they are glad of his 


presence, they have learned to © 


tolerate him. Differences which 
exist between hospital administra- 
tors and physicians appear to be 
more pronounced in small hospi- 
tals; some of these differences are 
caused by regrettable behavior on 


the part of both. On the other 


hand, honest misunderstanding 
and disagreement sometimes exist 
because those involved lack a 
clearly defined picture of their re- 
sponsibilities, duties and authority. 
The administrative personnel 
and clinical staff in the hospital 
have interlocking duties, authori- 
Burling, 
Lentz, and Wilson, in The Give 
and Take in Hospitals, state: “The 
physician’s position as at once a 
guest and the dominant figure in 
the treatment of patients imposes 
a very complicated system of au- 
thority on the hospital. There are, 
in effect, two parallel lines of com- 
mand, one for general hospital af- 
fairs, with the administrator and 
the board of trustees at the top, 
and one for medical treatment, 
with the individual doctor and the 
medical staff at the top .. .’4 


ESTABLISHING RAPPORT 


It is quite understandable that 
physicians sometimes misunder- 
stand and mistrust the admin- 
istrator’s functions and motives. 
Throughout his education, the phy- 
Siclan receives little or no in- 


struction in his responsibilities to 
the hospital or to the administra- 
tor. The administrator, during his 
education, learns a great deal 
about the physician—he is taught 
that the doctor is at once a valua- 
ble asset and a potential problem. 
It is, therefore, necessary and pos- 
sible for the administrator to es- 
tablish rapport with the staff. This 
relationship can, in fact, be nur- 
tured to the point of precision 
teamwork. It can be built with 
hard work based on sympathetic 
understanding and common inter- 
est in patient welfare. 

Ben Miller, Ph.D., associate pro- 
fessor of management at St. Johns 
University, in an article on hos- 
pital organization,5 says that to 
help clarify the relationship be- 
tween the administration of a hos- 
pital and the medical staff, this 
relationship should be compared to 
what is commonly called line au- 
thority and functional authority in 
industry. In industry, there are 
numerous functional authorities 
which, in order to serve, some- 
times transcend line authorities. 
For example, the purchasing func- 
tion does not involve line authori- 
ty; however, it is frequently nec- 
essary for persons in the line to 
submit to the authority of the pur- 
chasing function. 

Dr. Miller further points out 
that, in the hospital, the line au- 
thority serves and must sometimes 
submit to functional authority. Ad- 
ministration in a hospital may be 
compared to line authority in in- 
dustry, while clinical authority 
may be considered functional but 
primary. The hospital administra- 
tor represents the master—the 
board of trustees—and he acts as 
the managerial head of the hospi- 
tal within the scope of authority 
assigned him by the board of 
trustees. However, the adminis- 
trator does not have the authority 


or the responsibility for directing 
the staff or any physician in the 
actual treatment of patients. Such 
supervision, direction and correc- 
tion, if necessary, are the responsi- 
bility of the medical staff—a 
responsibility the staff may not 
sidestep. 


Although there are problems 
peculiar to medical staff organiza- 
tion in smaller hospitals, there are 
also advantages peculiar to them. 
For example, when a new physi- 
cian applies for staff membership, 
no great effort is required to de- 
termine his qualifications and fit- 
ness for staff membership. Gen- 
erally, the qualifications of a 
physician are known some time 
in advance of his coming to a 
small community, so that the staff 
and board of trustees have a good 
idea of his fitness for staff mem- 
bership. 

In a smaller hospital it is also 
frequently possible to iron out 
small problems on an informal 
basis. This avoids the inflationary 
effect which extensive red tape 
procedure in larger organizations 
may have upon a problem. Usually 
each member of the medical staff, 
each member of the board of trus- 
tees and the administrator are all 
personally known to each other. 

In comparing medical staff or- 
ganization in the small community 
hospital with the supposedly ideal 
organization in larger hospitals, 
the basic functions and responsi- 
bilities, as well as aims, appear 
to be the same. Undoubtedly, the 
chief aim is, or should be, the best 
possible care for the patient. The 
aims of physicians should include 
social and financial security and 
continuation of their education. 

For the individual physician, 
financial security is probably as 

(Continued on page 137) 
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HOSE OF US who serve as trus- 

tees on the boards of volun- 
tary hospitals are not always 
aware of the scope of this respon- 
sibility. Not only are we respon- 
sible for the financing and manage- 
ment of the institution, but we also 
have a legal and moral responsi- 
bility for the quality of the hospi- 
tal’s medical care. “Medical care” 
means not only those technical 
services rendered by the hospital 
employees, but the professional 
care rendered by physicians. This 
is a sobering and rather frighten- 
ing consideration. 


GROWING MANAGEMENT PROBLEMS 


Management problems grow con- 
stantly more serious as hospitals 
are caught between skyrocketing 
costs and community needs for new 
and better service. Endowments 
which once provided a fair pro- 
portion of the hospital operating 
budget are now insignificant. The 
cost of public medical care pro- 
grams, the growing demands of 
health care for the aged—these 
and many other problems face the 
hospital trustee. 

For a number of reasons, these 
problems are more difficult for the 
boards of small hospitals than for 
boards of larger hospitals. The 
small hospital cannot, of necessity, 
afford as many trained administra- 
tive personnel to help solve man- 
agement problems. 

In the field of professional care 
of patients, the small hospital is 
even more at a disadvantage. The 
mechanisms by which physicians 
can set standards for, and disci- 
pline themselves, such as medical 
board reviews, tissue committees 
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The increasingly urgent problems 
facing all hospital trustees are in- 
tensified for the boards of smaller 
hospitals, the author states. He out- 
lines the essential requirements for 
membership on a hospital board, and 
discusses the responsibilities of the 
individual members. 


and case conferences, are easier to 
establish in the larger hospital. A 
full-time pathologist is almost es- 
sential for proper medical audit- 
ing, but many small hospitals are 
without one. The presence of 
American-trained interns and resi- 
dents has an enormously stimulat- 
ing effect on both physicians and 
administration. Very few small 
hospitals have these. Affiliation 
with university teaching programs 
is available to many large hospi- 
tals but to few small ones. Too 
often, medical care policies in a 
smaller hospital are dominated by 
one or two physicians (usually 
surgeons); this is less likely to be 
true in the large hospital. 


A RESPONSIBLE MEMBERSHIP 


These are problems which the 
board of trustees of the small hos- 
pital must solve as best it can. 
Who should be the citizens upon 
whom this responsibility is placed? 
First, they should be persons who 
represent the community as a 
whole. A heritage from the past, 


hen 

T a 


when hospitals were largely chari- 
table institutions supported by gifts 
from wealthy citizens or local in- 
dustries, has left many hospitals 
with a preponderance of wealthy 
industrialists on their boards. Al- 
though these persons have proven 
abilities and sincere interest, they 
should constitute only a portion of 
the board. 

Bringing in others does not mean 
that a board should have a labor 
representative who speaks only for 
labor, a minister who speaks 
only for his particular religion, a 
farmer’s wife who speaks only for 
rural mothers, or a local merchant 
intent only on seeing that the hos- 
pital buys locally. These people 
should be on the board, but they 
should think of themselves as what 
they really are—members of a com- 
munity who have common prob- 
lems and common aspirations. The 
board should be broadly repre- 
sentative. | 

How many members should be 
included on a board of trustees? 
In practice, of course, this varies 
widely. If the group is too big it 
becomes unwieldy; then no one 
can experience any particular per- 
sonal involvement or satisfaction. 
On the other hand, broad repre- 
sentation cannot be achieved with 
8 or 10 persons. A board with ap- 
proximately 25 members works 
well for our 120-bed hospital— 
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Hunterdon Medical Center, Flem- 
ington, N.J. 


How should trustees be chosen? 
Here again practice varies widely. 
Trustees want to avoid the charge 
of being self-appointed, self-per- 
petuating autocrats, but there are 
not too many alternatives open. 
Some hospitals have set up a mem- 
bership which elects the directors. 
If this membership is limited to 
large donors, then it too can be 
charged with being nonrepresenta- 


tive. 


A public election of any sort 
would work only in exceptional 


_ circumstances. It is nearly impos- 


sible to achieve a large enough 


turnout for a representative vote. 


Also, most hospitals have endow- 
ments of some sort, so that a re- 
sponsible, continuing body is es- 
sential. Perhaps we had better 
resign ourselves to the fact that 
trustees are self-appointing and 
self-perpetuating, and then ad- 
dress ourselves frankly to the 
problem of becoming truly repre- 
sentative. 

Obviously there should be stag- 
gered terms of office so that changes 
can take place gradually. The ques- 


tion always arises as to whether 


there should be a limitation on the 
number of terms any member can 
serve. A case can be made for such 
limitation, but this surely would 
result in a board’s losing valuable 
members who should be kept. A 


_ better alternative, it seems to me, 


is to accept the principle that a 
certain number of new people 
must be added each year. For ex- 
ample, a board may have 24 mem- 
bers with three-year terms, re- 
sulting in eight expirations each 
year; a provision that two or three 
of these trustees must be new each 
year would force the replacement 


of less effective members or of 


the author 


52 


those who have served too long. 

Probably the most effective way 
to guarantee a turnover on a board 
is to require that each member 
work. We all know that member- 
ship on some boards is an honor 
coming at the end of one’s life and 
requiring little effort; in some 
cases it is even the responsibility 
of the staff to wait on the board 
member, Today’s hospital board 
has no room for such members. 
Our problems are too grave and 
too urgent. 


A considerable amount of time 
and effort may rightly be asked 
of the trustee. Certainly one long, 
hard night meeting a month is 
a minimum. And each member 
should accept some committee re- 
sponsibility, ranging from a re- 
quirement of one or two meetings 
a year to a great many more. Board 
members must take an active part 
in fund raising by finding solici- 
tors, calling on special donors and 
attending meetings. 

Above all, directors or trustees 
must learn much, much more about 
the hospital business. State hospi- 
tal associations must set up con- 
ferences (and trustees must attend 
them) where mutual problems can 
be jointly considered and discussed 
and where experts in the field can 
be heard. What should be done 
about organized labor? Are the 
hospitals’ agreements with Blue 
Cross organizations on a firm basis? 
Do trustees know the issues in- 
volved in the hospital relationship 
with pathologists and radiologists? 
Can a more realistic acceptance by 
government of the cost of indigent 
care be obtained? What is meant 
by accreditation? What are the 
principal factors in constantly ris- 
ing costs? 

These are only a few of the ques- 
tions about which trustees must 


concern themselves. The problems 
may be obscure and difficult, but 
this does not mean that trustees 
can ignore them with the hope that 
the administrator will find answers. 
Being on the hospital board is one 
of the most important and difficult 
assignments in the community; it 
takes time and effort—and lots of 
both. 

Can hospital boards get this sort 
of time from citizens? Certainly 
they can, but they must make clear 
how important the job is and insist 
that contributing time is a require- 
ment of board membership. 

Almost every hospital is faced 
with the question of whether one 
or more physicians should be mem- 
bers of the board. There are con- 
tradictory opinions, but my strong 
feeling is that physicians should 
not be board members. A few of 
the reasons are: 

1. Instead of strengthening the 
position of the physicians in the 
hospital, membership weakens that 
position by making physicians mi- 
nority members of a lay board. 

2. A board of trustees which in- 
cludes physicians tends to make 
medical decisions which it should 
not make. 

3. There is inevitably a certain 
amount of competition and profes- 
sional jealousy among physicians. 
Doctors are unlikely to accept any 
particular one or two individuals 
as representing them or their in- 
terests on the board of trustees. 

4. The presence of physicians on 
the board makes it virtually im- 
possible to have a properly func- 
tioning joint conference committee 
of staff members and board mem- 
bers. Such a committee is essential 
to a well run hospital. 


A DELICATE BALANCE 


There is no other organization 
which has a structure quite like 
that of the voluntary hospital, with 
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its delicate balance between three 
component elements, It is governed 
by a board of trustees who do not 
“own” it but who must assume the 
final responsibility for governing 
it. Trustees relate in a more or 
less usual way with management 
in the form of the administrator 
and hospital employees. 

Added to this, however, is the 
third element. Physicians function 
in an institution governed by a 
board and managed by the admin- 
istrator, and their decisions in many 


matters transcend those of either 
board or administration. The op- 
portunity for friction is immense 
and the fact that it frequently 
arises is understandable. There are 
hospitals in which board and staff 
view each other as natural ene- 
mies, with the administrator acting 
as the only channel of communica- 
tion. This is terribly wrong, and a 
reflection on the trustees. Some ad- 
ministrators instinctively prevent 
too direct and easy communication 
between staff and board through 


the mistaken belief that this makes 
their job easier and more impor- 
tant. When stress, dissatisfaction 
and misunderstanding arise, how- 
ever, the patient and the commu- 
nity suffer, and the trustees have 
failed. 

The role of the lay board is to 
reason, to question, to observe, to 
weigh and to advise from the 
objective viewpoint of a citizen. 
Those on a hospital board have 
been honored, but have also been 
given an enormous responsibility. ® 


HOW BIG IS TYPICAL? 


| Bs WRITINGS interpreting hospitals to the general 
public, the focus so often has been on the large 
medical center that the impression might have been 
fostered that such complexes are “typical” of all 
hospitals rather than being fairly uncommon speci- 
mens. The truth is that, just as there are many more 
business concerns of moderate size than there are 
industrial giants, there are many more smaller hos- 
pitals than there are “super-hospitals.” 

Statistics on United States hospitals* prove this 
point. Chart 1, for instance, shows that more than 86 
per cent of the short-term, nonfederal hospitals in 
the United States have fewer than 200 beds, and that 
approximately 63 per cent of the hospitals (3415) 
have fewer than 100 beds. There are few giant hos- 
pitals. In 1958, only 122 hospitals had more than 
500 beds. 

Although these smaller hospitals, as would be ex- 
pected, have a smaller proportion of the total beds, 
they constitute a significant portion of all beds in 
U.S. hospitals. Chart 2 shows that the smaller hospi- 


*Source: Guide Issue, Part II, Hosprrats, JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION, Aug. 1, 1959. 


Chart 1—Frequency of short-term general and other 
special nonfederal hospitals by bed size 
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tals (under 100 beds) have 148,500 of the 609,000 
beds in short-term, nonfederal hospitals. There are 
more beds in hospitals having less than 100 beds than 
in any other size group. 

The historical omens are also favorable for the 
smaller hospital. Although it is sometimes said that 
the smaller hospital will go the way of the family 
grocery in the era of the supermarket, the trend of 
the last 13 years gives no evidence supporting this 
statement. In fact, 348 more hospitals in this bed-size 
group were listed in 1958 than in 1945 (3415 vs. 
3067), and there were 24,259 more beds in these hos- 
pitals in 1958 than in 1945 (148,500 vs. 124,241). 

These figures are hardly indicative of the imminent 
demise of the smaller hospital. On the contrary, they 
indicate a hardy persistence and a still lively capacity 
for growth. In a time of merger, consolidation and 
“bigness”, it would seem that the smaller hospital 
will continue to flourish and, in point of numbers, 
continue to be the most “typical” of hospitals in 
this country.—Department of Research and Statistics, 
American Hospital Association. ba 


Chart 2—Frequency of beds in short-term general 
and other special nonfederal hospitals by bed size 
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ACCOUNTS RECEIV. 


INSURANCE 


Fig. 1—Typical business organization chart for an 80 to 125- 
bed hospital 


NE OF the assumptions upon 

which this article is based is 

that the problems involved in or- 

ganizing and staffing a 100-bed or 

smaller hospital business office are 

not the same problems faced by a 
larger hospital. 

One of the basic problems in 
organizing the business office in a 
smaller hospital is deciding 
whether various business functions 
are performed often enough or if 
- they involve sufficient sums of 
money to justify employing a 
specialist instead of relying upon 
double-duty personnel. For ex- 
ample, does a 100-bed hospital 
need a full-time credit manager or 
should it combine such duties with 
those of the billing clerk or with 
those of the assistant office man- 
ager? Obviously, the answer will 
not be the same for every 100-bed 
hospital simply because the basic 
credit policies as laid down by 
various boards of trustees will 
differ markedly, as will the eco- 
nomic and political atmosphere in 
each community. However, the fol- 
lowing crude criteria are suggested 
as guides in the solution of the 
sample problem: 

1. When the volume of accounts 
receivable exceeds 70 days of cur- 
rent daily billings, a credit man- 
ager may be needed. 

2. When the proportion of pri- 
vate pay and welfare-governmen- 
tal patients exceeds one-third of 
total volume, a credit manager’s 
services would be invaluable. 

3. When the hospital is engaged 
in deficit financing, there would 
seem to be little room for argu- 
ment that a credit manager would 


be indispensable. 
54 


A frequent solution to the alter- 
native of employing a specialist 
in a small hospital is combining 
two or more related functions in 
one person. Such an arrangement 
may have advantages, but a pri- 
mary weakness is that it fails to 
place full responsibility upon one 
person for the performance of one 
job and provides the nonperformer 
with the convenient excuse that he 
or she was so busy with the other 
task that the one in question could 
not also be taken care of. The 
specialist, on the other hand, per- 
forms phases of the task never 
touched by the generalist, and in 
the long run the specialist satisfies 
the full requirements of the posi- 
tion so well that we conclude that 
it was a mistake ever to have tried 
to use the other approach. 

Another area of controversy in 
the small hospital “specialist’”’ prob- 
lem involves the issue of whether 
a purchasing agent will justify his 
salary. At Memorial Hospital we 
use a partially “decentralized” sys- 
tem; that is, most department 
heads have virtually final author- 
ity in such matters as what brands 
and sizes of an item are stocked 
and are expected to interview sales- 
men and otherwise keep abreast 
of developments in their respective 
fields. To deprive the department 
head of the right to talk to sales- 
men is to deprive him of essential 
information having a direct bear- 
ing upon the manner in which his 
department performs. To expect 
any hospital purchasing agent to 
become as intimately acquainted 
with product peculiarities as the 
departmental users may be un- 
realistic. 
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The author is impressed with 
the possibilities of obtaining quan- 
tity discounts and of eliminating 
duplications—reasons frequently 
advanced by the advocates of the 
centralized purchasing approach— 
but it is only when a hospital 
reaches, say, 150 beds that a pur- 
chasing agent may be justified, and 
then only on a “combination of 
duties” basis. Perhaps when an 
assistant administrator is employed 
he could assume, among other 
duties, the coordination of pur- 
chasing. 


At Memorial Hospital, a male 
executive housekeeper is assigned 
a portion of the purchasing func- 
tion. For example, he buys all 
linens, soaps, waxes and related 
equipment. This assignment is thus 
a compromise between the cen- 
tralized approach and the depart- 
ment head purchasing plan. 

Some smaller hospitals located 
within a reasonable distance of 
one another employ a full-time 
purchasing agent on a joint basis. 
Such an arrangement obviously 
demands a willingness on the part 
of each administrator to standard- 
ize and to put aside individual 
preferences for the sake of the 
common good. Although it is un- 
wise to expect large savings from 
this arrangement, there are still 
definite advantages even if the 
purchasing agent merely pays for 
a portion of his salary through 
quantity discounts. Perhaps the 
greatest advantage is that the pur- 
chasing agent should be able to 
conduct at least limited testing ac- 
tivities to determine the best price- 
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quality combination for many im- 
portant hospital supply items. For 
example, he should be able to find 
the time to work on stch prob- 
lems as whether to use disposable 
obstetrical and operating room 
packs. 

Another problem peculiar to 
smaller hospital business office or- 
ganization is that the layout of all 
but the newest hospitals usually 
discourages the most efficient utili- 
zation of business office personnel. 
For example, a logical combination 
of duties would bring together in 
ene the functions of cashier and 
emergency department hostess. If 
physical facilities are designed so 
that the business office is near the 
emergency department, such a 
combination of duties in one per- 
son could be effected. One of the 
biggest revenue “leaks” in many 
smaller hospitals may be the fail- 
ure to collect many emergency 
charges simply because the busi- 
ness office cashier is usually re- 
motely loeated. 


The degree to which the medi- 
cal staff cooperates in the efficient 
utilization of the smaller hospital 
business office personnel will defi- 
nitely determine the organization 
and staffing of the department. For 
example, some medical staffs send 
nonemergency patients in to the 
hospital during the accepted after- 
noon hour pattern and cooperate 
in the use of preadmission proce- 
dures. Other staffs force upon hos- 
pitals additional staffing of ad- 
mitting offices by sending in elec- 
tive surgical patients at all hours 
of the day or evening and refuse 
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Fig. 2—Remittance advice, voucher register and general ledger 
card simultaneously posted by accounting machine 


to change other costly habits and 
wasteful procedures. Because of 
the close working relationship be- 
tween physicians and hospital per- 
sonnel, the small hospital is much 
more likely to experience difficulty 
in ending such wasteful habits 
than is the larger hospital where 
the volume of activity has forced 
out most of the man-hour con- 
suming practices. 


TYPICAL BUSINESS OFFICE 


It may be appropriate now to 
examine the business office organi- 
zation chart of a typical 80 to 125- 
bed hospital and discuss how mul- 
tiple tasks may be performed with 
the fewest number of people. 

The dotted lines in Figure 1 (p. 
54) leading to and surrounding 
the functions of purchasing agent 
imply that in most hospitals of 
this size the administrator is his 
own purchasing agent. As _ the 
chart suggests, there are many op- 
portunities in the smaller hospital 
for combining two or more func- 
tions in one person’s assigned 
tasks. The switchboard operator 
doubles as a receptionist when it is 
possible to locate the switchboard 
near the lobby and business office. 
The cashier doubles as a billing 
clerk. Accounts receivable posting 
and billing are frequently com- 
bined into one job. Since the ad- 
mitting clerk makes the inital con- 
tact with the patient or patient’s 
relatives, it is logical to combine 
the functions of admitting with 
those of credit manager, provided 
that physical layout permits. It is 
frequently possible and desirable 
to combine the duties of office 
manager with those of hospital 


accountant. Frequently the general 
clerk doubles as the administra- 
tor’s secretary and may prepare 
purchase orders as well as handle 
administrative correspondence. 

In Memorial Hospital, every 
woman in the business office is 
capable of performing at least the 
following functions: 

1. Cashiering 

2. Billing 

3. Switchboard & reception 

4. Posting accounts receivable 

5. Admitting patients 

Moreover, four persons are cap- 
able of doing a complete payroll 
on the accounting machine, three 
can perform the credit manager’s 
job, and one is learning to under- 
study the office manager in the 
performance of the accounting 
function (that is, complete book- 
keeping cycle including prepara- 
tion of monthly financial state- 
ments). Thus, nearly everyone is 
capable of performing nearly 
everyone else’s job. Illnesses, sum- 
mer vacations and resignations do 
not disrupt essential activity. The 
wider variety of tasks assigned to 
the person in the smaller hospital’s 
business office seems to generate 
and maintain significantly greater 
interest in the job and materially 
reduce personnel turnover. 


Despite the careful combination 
of functions into “double-duty” 
personnel, the small hospital is 
still hard-pressed to match the 
efficiency of the larger institutions 
unless it introduces every labor- 
saving device that is “economically 
defensible”. Following are sug- 
gested criteria for determining 
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whether to buy a labor-saving de- 


vice for the business office: 

1. If investigations indicate that 
the capital investment of a piece 
of labor-saving equipment will be 
recovered through savings in labor 
and material within a period of 
less than three years, the equip- 
ment or system should be pur- 
chased as soon as possible, even if 
the money must be borrowed. 

2. If investment recovery is 
estimated within 3 to 5 years, the 
equipment should be purchased 
when all items in category (1) 
have been acquired. 

3. If the estimated investment 
recovery period exceeds 5 years, 
the equipment probably should 
not be acquired unless surplus cap- 
ital funds are available. : 

It should be emphasized that 
quite often salesmen exaggerate 
the speed with which the cost of 
equipment will be recovered or 
will ignore important considera- 
tions having a bearing on the de- 
termination. 

Perhaps the most important 
pieces of equipment in the busi- 
ness office are those used in posting 
accounts receivable and in per- 
forming the other accounting func- 
tions. Many hospitals of 75 beds 
or more are finding it wise to in- 
vest in a general purpose account- 
ing machine on which payroll, 
general ledger, accounts payable, 
accounts receivable, and age an- 
alysis functions may be performed 
with a minimum of time and effort. 

Posting the general ledger on 
the accounting machine not only 
will save time but will create a 
much neater ledger and will pre- 
vent costly errors inherent in 
hand-posting. Moreover, weekly, 
or even daily, profit and loss state- 
ments may be obtained if required. 
Figure 2 (p. 55) shows the simul- 
taneous creation of remittance ad- 


ice, voucher register and general 
ledger card. This system assures 
that all associated records are in 
balance. 


NAME-IMPRINT SYSTEM 


Many hospitals are now elimi- 
nating much handwriting and typ- 
ing by creating a name and ad- 
dress plate for each patient and 
using it in conjunction with an 
imprinter to mechanically address 
all forms, reports, requisitions, 
charge tickets, chart strips, bed 
and wrist identifications, visitors’ 
cards, etc. In combination with a 
four-part edge punched ticket- 
requisition form, the address plate 
system provides legibility, greater 
charge consciousness on the part 
of nurses, and a positive check 
against lost or late charges to 
patients’ accounts. Since charge 
tickets may be quickly sorted into 
alphabetical order, posting time is 
materially reduced. 

Following is an additional list 
of other equipment items and pro- 
cedures that have proved practical 
for Desiness and related functions 
in a small hospital: 

1. Photo copy machine, shared 
by business office and medical rec- 
ords department. 

2. Preassembled multicarbon 
forms for admitting sets and for 
credit manager’s notices. If the lat- 
ter are the key-sorted type, de- 
liquent accounts may be readily 
aged. 

3. Mailing machines to control 
postage. 

4. Preadmitting questionnaires 
to permit advance preparation of 
necessary documents before pa- 
tient’s arrival. 

5. Paging and call originating 
and answering systems for doctors 
and key hospital personnel. 

6. Intercommunication systems 
for x-ray departments, between 


nursing stations and dietary de- 
partment, and between ambulance 
entrances, the emergency nursing 
station, and the business office. 

7. Sufficient remote dictating 
stations throughout the hospital 
connected into central recording 
instruments in the medical record 
department. One system permits 
physicians to dictate directly from 
their offices. Physicians merely 
lease an extension from the hos- 
pital switchboard and may dial any 
hospital floor or department di- 
rectly. 

The administrator of the smaller 
hospital always faces the dilemma 
of whether his institution is large 
enough to support the salaries of 
such full-time personnel as pur- 
chasing agents, pharmacists, medi- 
cal record librarians, switchboard 
operators, credit managers, admit- 
ting officers, etc. He is forced to 
combine related duties into two- 
way or double-duty assignments. 
Frequently the small hospital 
administrator’s struggle for greater 
personnel efficiency is complicated 
by the inherent penalties of bad 
physical plant layouts and by med- 
ical staffs who demand extra privi- 
leges and services. 

Partial solutions to these prob- 
lems seem to lie in the following: 

1. Continued use of double-duty 
personnel. 

2. Sharing such specialists as 
purchasing agents and pharmacists 
with neighboring hospitals. 

3. Using all economically justi- 
fiable labor-saving devices avail- 
able. 

4. Enlisting the cooperation of 
medical staffs in using the facilities 
of the hospital so that efficiency is 
not needlessly sacrified to the pa- 
tients’ and doctor’s convenience. 
Perhaps more emphasis needs to 
be given to this point than to all 
the others combined. bd 
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OSPITALS are a business and 

we must not forget it. The 
manager takes an active part in 
the operation of the average small 
business. Why then should the ad- 
ministrator of a small hospital be 
separated from an active part in 
its daily management? It seems 
reasonable that the closer the ad- 
ministrator is to his staff and its 
problems, the more efficiently he 
will be able to deal with them. 


The administrator who has di- 
rect charge of the business office, 
personally taking care of the pay- 
roll, accounts payable, and finan- 
cial reports, has his finger on the 
organization’s pulse. For as in any 
business, it’s not only service that 
keeps the hospital going; it’s dol- 
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Because the staff in the smaller hos- 
pital often is restricted by budgetary 
and other limitations, both the admin- 
istrator and employees must be adept 
at performing a variety of jobs, the 
author asserts. Other means mentioned 
by the author for relieving staffing 
problems are combination jobs, em- 
ployment of retired and part-time 
workers, and utilization of volunteers. 


lars and cents. The ability to fol- 
low accounts payable from month 
to month gives the administrator 
an immediate advantage—being 
able to detect when any depart- 
ment oversteps its normal expense 
budget. Taking an active part in 
preparing the payroll gives the 
administrator an accurate check on 
whether the hospital is being 
staffed in direct and efficient pro- 
portion to its patient load. 

It is much easier for the admin- 
istrator to report the monthly fi- 
nancial status of the hospital to 
the governing board when he has 
helped prepare that financial re- 
port. Daily experience with the 
hospital’s business affairs enables 
him to easily and clearly answer 
any financial and managerial ques- 
tions which arise. It is interesting 
that many present-day hospital 
administrators were once in the 
accounting field. 


Naturally the administrator can- 
not possibly handle every detail 
himself. This would be spreading 
himself ineffectually thin. But by 
surrounding himself with an effi- 
cient business department, he is 
able to assemble any financial re- 
ports quickly and easily. 

At the Coronado (Calif.) Hospi- 
tal, which has 70 beds, four em- 
ployees handle all such normal 
procedures as admitting, book- 
keeping, billing, insurance, switch- 
board, reception and _ secretarial 
work. One employee handles all 
insurance billing and some of the 
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bookkeeping, another acts as re- 
ceptionist and switchboard opera- 
tor, a third manages the principal 
part of the bookkeeping, and the 
fourth is an adaptable fill-in when 
an employee has a day off or when 
an emergency arises. Emergencies 
have a way of continually arising 
in the hospital business. 

It is particularly interesting that 
none of these employees has had 
previous hospital office experience. 
They have been trained on the job 
to fit into our hospital’s routine. So 
was our medical records secretary; 
she was interested enough in her 
position to take specialized out- 


training. 


The smaller hospital is usually 
in a smaller town, and most ap- 
plicants for jobs—except for the 
nursing applicants—are not certain 
of the type of job they want. How 
many times does “anything avail- 


' able” appear on an application 


under “position applied for.” When 
the administrator of a smaller hos- 
pital acts as personnel director, it 
is possible for him to try to fit this 
applicant into an immediate open- 
ing with a little “on the job” train- 
ing. By utilizing the applicant’s 
previous business experience, the 


hospital acquires an efficient, 


trained-on-the-spot employee. 


THE VERSATILE ‘GIRL FRIDAY’ 


The last questionnaire covering 


job classifications and salary ranges 


this hospital received had 19 job 
classifications under administra- 
tion. After condensing it to fit our 
hospital, we decided that we were 
lucky to have a “Girl Friday” in 
quadruplicate. These question- 
naires must naturally be geared to 
all hospitals. However, smaller 
hospitals should remember that to 
hire personnel for each particular 
job only makes the cost per patient 
day higher. Obviously, though, 
there are certain jobs in any hos- 
pital, regardless of size, which will 
require specialization—particular- 
ly jobs in the laboratory, x-ray and 
nursing departments. 

Many smaller hospitals are un- 
able to afford a full-time pharma- 
cist, but the pharmacist can have 
another job. A natural second job 
would be to assign all purchasing 
to the pharmacist. In most cases, 
he is already purchasing the drugs 
and knows the art of buying ac- 
cording to patient load and hospi- 


tal needs. With a little assistance 
his knowledge can be broadened 


to include more, if not all, purchas- 


ing for the hospital. 

How many times has the admin- 
istrator of a smaller hospital 
wished for a good maintenance 
man? The capabilities of the cus- 
todian bear investigation. We have 
found that a custodian may have 
many hidden talents which can 
help to keep costs down—talents 
for doing minor plumbing and 
electrical repairs, painting and car- 
pentry. Of course on major prob- 
lems outside assistance is still 
needed. A good custodian properly 
trained can also become an excel- 
lent orderly to help the nursing 
staff. 

In our hospital, the housekeeper 
handles all laundry and linen prob- 
lems. We use an outside laundry; 
the housekeeper’s important func- 
tions are to watch the linen count, 
and to make sure that there are 
adequate linen supplies for week 
ends and emergencies. 


THE STAFFING PROBLEM 


The backbone of most hospitals 
is the nursing staff. Many hospitals 
could rely on regular part-time 
nurses, calling them to fill in at 
any time, but particularly when 
the patient load changes. The ad- 
ministrator of a larger hospital ex- 
pects to have the patient load 
double only in case of disaster, but 
such a condition exists almost daily 
in the smaller hospital. This can 
also work in reverse. One day the 
smaller hospital is geared to a cer- 
tain number of patients and the 
next day there are half that num- 
ber. The often disturbing result is 
too many or too few employees. 

We have found that the answer 
to our staffing problem is to have 
a call list of nurse employees who 
do not want to work full time but 
who can work occasionally. This 
part-time staffing program takes 
time and effort to administer. But 
it is well worth the effort. 

In most communities, there are 
nurses who consider themselves re- 
tired, but who, if given the op- 
portunity, are more than willing to 
return to nursing on a part-time 
basis. With a little effort and in- 
quiry, the hospital administration 
can search out these veterans who 
have invaluable nursing experi- 
ence. This works not only for 


nurses but for all employees. Every 
community has a number of re- 
tired persons who are able and 
willing ‘to help staff the hospital. 

Often these older, experienced 
employees are versatile enough so 
that they can be assigned to any 
department. An employee might be 
needed for the operating room, 
medical floor, delivery room, or 
nursery. How nice it is to be able 
to call one person and know that 
she will fit into any of these situ- 
ations. 

Hospital personnel can learn and 
benefit from their years of experi- 
ence. “Retired” people are not nec- 
essarily persons more than 65 years 
old; many nurses, for example, 
“retire” while they’re still young 
to raise a family. 

The director of nurses can be 
responsible for the hiring of nurses. 
Because she is a professional nurse 
herself, she is better qualified than 
the administrator to judge the abil- 
ity of other nurses. 


In some communities, personnel 
turnover is a problem. The solu- 
tion to this coming and going of 
employees is a tightly knit nucleus 
of permanent residents. Only with 
such a nucleus is it possible to 
have continuity of thought and 
purpose. Through this group, ad- 
ministrative and medical staff rules 
and regulations can be passed on 
to new employees. Even an em- 
ployee who has worked only two 
or three days a week, but for many 
years, can help form an important 
part of this nucleus. 

An employee who has been with 
an organization for many years has 
learned a certain amount of basic 
policy and knows the general 
thoughts and ideas of administra- 
tion. For example, in our hospital 
the operating room _ supervisor 
takes over for the director of 
nurses if she is sick or away at a 
meeting or on vacation. 

Often an older, trusted employee 
can do a better job of orienting the 
new employee because she talks on 
the newcomer’s plane. There is 
greater chance that the spirit and 
heart of the organization—the 
spirit of cooperation—will be im- 
parted to the new employee. 

Volunteer help can be a definite 
asset in staffing the smaller hospi- 
tal. The administrator of a smaller 
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If two persons (A and B) are involved in communicat- 
ing with one another, there are two possible channels 
of communication—from A to B from B to A. If a third 
person, C, is added to the group, the number of possible 
channels of communication jumps to six, i.e., from A to 


B; A to C; B to A; C to A; B te C, and C to B. 4 


The can C=N (N—1). C—=number of channels of communications and 
N=number of people involved. Thus, in a hospital employing 100 persons, C—100 (100—1) 


The implications of this formula underscore the need for written procedures—clear and 


definite and readily available to all who may be affected by them.—Chicago Hospital Coun- 


cil Bulletin. 


hospital who has not investigated 
the hospital auxiliary program is 
missing an excellent opportunity to 
improve services in his hospital. 
Volunteer help is not meant to re- 
place paid employees, but to sup- 
plement them. 

Another specialized problem fac- 
ing the small hospital administra- 
tor is purchasing. Where routine 
supplies are involved, purchasing 
duties should be delegated to some 
extent to the individual depart- 
ments, The dietitian certainly 
knows more about food require- 
ments than the administrator and 
should be allowed to make pur- 
chases without checking with him. 
The housekeeper also knows what 
supplies are needed and should be 
permitted to purchase them. Nat- 
urally, when replacements and 
new equipment need to be pur- 
chased, these requirements should 
be presented to the administrator 
so that they can be budgeted. 

The administrator who is active 
in the hospital’s accounting work 
will know at once whether the 
budget can stand a particular pur- 


the author 
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chase. As for routine purchases, 
the constant flow of invoices across 
the administrator’s desk indicates 
whether purchases are commensu- 
rate with patient load. 

A director of nurses with an in- 
terest in drug purchasing is a great 
asset to the administrator of a 
smaller hospital. She has the time 
to learn about new drugs from the 
detail men, and at the same time, 
has direct nursing contact with 
members of the medical staff. How 
many smaller hospitals have quan- 
tities of unused drugs on their 
shelves? Many thousands of dol- 
lars can be saved in drugs when 
the smaller hospital has a coopera- 
tive medical staff and a director of 
nurses who purchases the drugs. 


THE DIRECT CONTACT ADVANTAGE 


The administrator of the smaller 
hospital has this outstanding ad- 
vantage—he is able to maintain 
direct contact between himself and 
all employees. Although certain 
jobs are delegated to others, the 
administrator still has direct con- 
trol over the entire operation. How 


many administrators of smaller 
hospitals have donned coveralls to 
tackle some maintenance problem, 
or spent most of a night running 
the standby generator plant during 
a power failure? 

Combined with the work of 
every employee in the hospital is 
the job of public relations. A well 
oriented and satisfied employee is 
one of the best possible public re- 
lations ambassadors to the com- 
munity. 

In a smaller community, service 
clubs represent a broad cross sec- 
tion of the population. It is im- 
perative that the administrator be- 
long to these groups. If there are 
women’s service clubs, the director 
of nurses and others should be 
encouraged to join. Community or- 
ganizations are a wonderful avenue 
by which the hospital story can be 
told. 

Careful selection of key em- 
ployees in the smaller hospital is 
most important, because they will 
have to perform combination jobs 
to meet the ever-changing needs 
which arise in today’s hospital. ® 


"Leverett FP. Bristol has been associated with California's emailer hospitals | 


for more than a decade. His recommendations for staffing hospitals of less 4 
than 100 beds have been tested during his association with the following 
smaller hospitals in California: Hemet Valley Hospital, Memorial Hospital 
at Exeter and the Coronado Hospital. Since he joined the Coronado Hos- 
pital six years ago, the first nursing home addition to a general hospital 
under the provisions of the Wolverton Amendment to the Hill-Burton 
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PHARMACIST-PURCHASING AGENT: 


N THE continental United States, 
most larger hospitals have ade- 
quate pharmacy departments un- 
der the direction of a full-time 
pharmacist. There is no doubt that 
the assigned duties of the pharma- 
cist in the larger hospital fully oc- 
cupy his time, particularly if the 
hospital is a teaching institution 
and has extensive outpatient serv- 
ices. However, the converse is true 
in smaller hospitals. 
In hospitals with 150 beds or 
fewer, the need for trained hospital 
pharmacists was not apparent un- 


til the postwar drug boom, Now 


there is a definite need for trained 
pharmacists but, as is too often the 
case, administrators are reluctant 
to change policies. The argument 
most often heard is, “We’re too 
small to afford a full-time phar- 
macist.” A full-time pharmacist is 
often erroneously considered an 
expensive luxury. 


SUBSTITUTE SYSTEMS 
Hospitals without full-time 


One solution to the smaller hos- 
pital problem of providing full-time 
pharmacy service, according to the 
authors, is to hire a hospital phar- 
macist and to assign him another 
function in addition to his pharmacy 
responsibility. They describe a satis- 
factory working arrangement in their 
hospital, under which the pharmacist 
is responsible for purchasing. 


pharmacy coverage usually employ 
one of three systems for handling 
drugs: They may (1) employ a 
pharmacist part-time; (2) utilize 
the services of a retail pharmacist, 
or (3) provide only a “drug room”’, 
under supervision of the nursing 
department. 

All three systems will provide 
some semblance of a drug distri- 
bution system within the hospital, 
but they are all inadequate in 
varying degrees. In all cases, there 
is no pinpointing of responsibility 
and no one is devoting enough time 
and attention to the hospital drug 
situation or receiving sufficient fi- 


a case study 
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nancial remuneration to be inter- 
ested in it. 

Today it is the legal, moral and 
professional obligation of every 
hospital to employ full-time 
pharmacist who is trained in hos- 
pital pharmacy. 

The arrangement at Memorial 
Hospital of Chester County illus- 
trates how any hospital, regardless 
of size, can afford a pharmacist on 
a full-time basis and at a salary 
large enough to attract well qual- 
ified persons. 

It is understood that when the 
well organized pharmacy depart- 
ment in a smaller hospital is op- 
erating efficiently, the pharmacist 
may find he has a measurable 
amount of spare time. This spare 
time can be devoted to extraphar- 
macy activities, which will enable 
the pharmacist to increase his net 
worth to the hospital. 


ANCILLARY ACTIVITIES 


These activities may involve su- 
(Continued on page 92) 


Fred W. Schmid and Sidney Kahn are administrator and director of phar- 
macy service, respectively, at Memorial Hospital of Chester County, West 
Chester, Pa. Prior to joining Memorial Hospital in 1958, Mr. Schmid served 
as administrator of the Bradford (Pa.) Hospital and of Grove City (Pa.) 
Hospital. A nominee of the American College of Hospital Administrators, 
Mr. Schmid currently serves as a member of the council on public rela- 
tions of the Hospital Association of Pennsylvania. 

Mr. Kahn is a graduate of the Philadelphia College of Pharmacy and 
Science. He completed his residency in hospital pharmacy at Jefferson 
Medical College Hospital, Philadelphia, prior to serving for two years 
as pharmacy officer at the Public Health Service Indian Hospital, Rapid 
City, S. Dak. He also served as staff pharmacist at Delaware Hospital, 
Wilmington, prior to his present assignment. He is a member of the 
American Pharmaceutical Association, the American Society of Hospital 
Pharmacists and the Eastern Pennsylvania chapter of the ASHP. 
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How a double-duty 


GES — | 


FIRST THING in the morning, Mr. Kahn sets to work filling medi- 
cation orders that have been delivered since the previous afternoon. 
Although the evening and night nursing supervisors are given keys 
to the pharmacy, Mr. Kahn is generally on call at home should an 
emergency arise. Pharmacy was once an x-ray storage room. 


department head spends his day 


4 


Wwe Sidney Kahn, one of the authors of the 
article on the opposite page, came to Memorial 
Hospital of Chester County as staff pharmacist, his 
first project was to design and stock a pharmacy. 
The 91-bed hospital had never had a pharmacy or a 
full-time pharmacist, relying instead on a local re- 
tail pharmacy and the department of nursing for 
drug service and distribution. Administrator Fred 
Schmid reasoned that the hospital could afford a 
much-needed pharmacist if he could locate a quali- 
fied person versatile enough to perform other needed 
functions—chiefly purchasing. Mr. Kahn, whose ex- 
perience in hospital pharmacy includes service in a 
large teaching hospital, has found his double assign- 
ment challenging and satisfying. In addition to his 
formal duties of providing full pharmacy service 
and taking over a large share of the purchasing 
burden, he is able to carry out special duties such 
as planning and organizing the hospital’s National 
Hospital Week observance, acting as chairman of 
the hospital’s safety committee, and publishing a 
pharmaceutical newsletter for the medical staff. To 
show how a pharmacist-purchasing agent spends his 
day, a photographer recorded the scenes on this and 
the following pages. 


MEDICATIONS for each floor are collected in separate boxes and 
delivered personally by Mr. Kahn, who believes that a visit to each 
nursing station at least once a day enables him to maintain better 
working relationship and iron ovt small problems on the scene. 


> 
‘ 
— 
A 


VISITS TO NURSING STATIONS also provide 
the opportunity for the pharmacist and floor 
nurse to check through the floor stock medi- 
cations cabinet and narcotics drawer together. 
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IN THE PATHOLOGY DEPARTMENT, Mr. Kahn steps briefly AS FUNCTIONAL SUPERVISOR of the storeroom, Mr. Kahn reviews stock 
into his role as purchasing agent in a conference with the positions and requisitions with the storekeeper. Approximately one-third 


BACK IN THE PHARMACY, Mr. Kahn chats with a mem- 
ber of the medical staff who came by to get further 
information on a new drug mentioned in the pharma- 
ceutical newsletter issued regularly from the pharmacy. 


a administrator and pathologist as to the merits of a new of Mr. Kahn's time is spent performing his purchasing duties, which in- 
‘: type of bottle currently being considered for purchase. clude spending 11 hours per week interviewing vendor representatives. 
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(RIGHT) A SMALL OFFSET DUPLI- 
CATING MACHINE was purchased 
recently by the hospital for print- 
ing forms and miscellaneous matter. 
Here Mr. Kahn decides whether it 
will be necessary to call in a serv- 
iceman to make an adjustment. 
Now located in the storeroom, the 
machine soon will be moved to 
separate, roomier quarters. 


AFTER LUNCH Mr. Kahn joins the admin- 
istrator and the food service manager in 
the kitchen to discuss the layout for 
a proposed new dishwashing machine. 
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IN THE LAUNDRY, Mr. Kahn and the administrator and food service man- 
ager consider the need for a larger extractor to ease a processing bottle- 
neck that has grown worse since the hospital opened a new wing last 
year. The hospital's food service manager also acts as laundry manager. 


> 
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(LEFT) AS PART OF its National Hospital Week observance, auxiliary members who were to act as tour hostesses. (RIGHT) 
the hospital outfitted a room with several items of hospital BACK IN THE PHARMACY, Mr. Kahn fills medication orders 
equipment and made the room part of a hospital tour. Here that have accumulated during his absence. The pharmacy is 
Mr. Kahn, who. handled all arrangements for the Week, ex- kept locked while the pharmacist is attending to his other 
plains the workings of a reversible orthopedic bed to two duties, but he is always within reach of the paging system. 
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American Hospital Association 


AHA Dues Structure Proposal 


HIS MONTH I should like to 

preview some very important 
recommendations which are to 
come before the House of Delegates 
of the American Hospital Associa- 
tion at the annual meeting in San 
Francisco this year. They are the 
result of thoughtful deliberations 
by the Committee on Dues Struc- 
ture authorized by the House at 
the 1959 annual meeting to review 
the program and dues structure of 
the Association. 

Our present basic dues structure 
went into effect in 1955, following 
the 1954 action of the House 
doubling dues “across the board” 
for all types of membership. The 
1954 action was taken to expand 
the services of the Association; 
construct the new headquarters 
building to make expansion of 
services possible; and establish a 
contingency fund. 

In a special session in 1957, the 
House voted a temporary dues in- 
crease of 50 per cent for the period 
1957 to 1960, applying to member 
institutions providing patient care 
and to Blue Cross Plans. This 
action was taken to meet the 
emergency of soaring construction 
costs of our headquarters; the 
emergency was met, and the tem- 
porary dues increase became past 
history with the 1960 dues billings. 

The service dividends made pos- 
sible by the new headquarters al- 
ready are being received by the 
membership after only a year and 
a half of occupancy, and will mul- 
tiply with the years. Council and 
committee work have increased. 
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Adequate space for staff and for 
new equipment makes it possible 
to streamline services and estab- 
lish new levels of efficiency and 
productivity. 

The flow of useful and informa- 
tive materials from headquarters, 
cooperative relationships with al- 
lied hospital associations and other 
organizations in the health field, 
activities on the legislative front, 
and availability of technical 
“know-how” in continually ex- 
panding areas—all are at an all- 
time high. The Committee on Dues 
Structure notes that “program 
commitments were met and ex- 
ceeded” in the period 1955-1960, 
pointing out that during that 
period program expenditures ex- 
ceeded original allocations by over 
$3 million. 

But the committee also was con- 
cerned with the continuation of 
this flow of services. The present 
dues structure provides no means 
of meeting ordinary increases in 
budget to cope with the rising costs 
of maintaining the Association’s 
expanded program. Hospital ad- 
ministrators and trustees need no 
elaboration of the theme of mount- 
ing costs—a problem they must 
battle daily. The Association, too, 
must cope with rising salary levels 
and increased costs of transporta- 
tion, postage, printing and supplies. 


O MEET the need for flexibility 
in the dues structure, and to pro- 
vide minimal additional financing 
as necessary for “cost-of-living” 
increases, the Committee has pro- 


Russell A. Nelson, M.D., president 


posed that the Board of Trustees 
be authorized to recommend ad- 
justment of the basic dues struc- 
ture—including maxima, minima, 
millage rates, and fixed annual 
dues for all Institutional and Asso- 
ciate members except Type IV 
(Blue Cross Plans) and Type V 
(Hospital Auxiliaries)—with- 
out change in the Bylaws, by a 
factor of not more than 7% per 
cent annually. In keeping with our 
belief in the strength of the Asso- 
ciation, as represented by the 
House of Delegates, such changes 
would be subject to annual ap- 
proval or disapproval by the 
House. The Committee also recom- 
mends increases in maximum dues 
from $1200 to $1500 for Type I 
members, and from $240 to $300 
for Type II members. 

Applied to the 1961 dues, the 
maximum 7% per cent increase 
would produce $128,000 additional 
income. The Committee points out 
that a 5.1 per cent increase in 
salaries alone would absorb $63,- 
400, nearly half of this added in- 
come; and that since dues account 
for only approximately 53 per cent 
of total Association income, the 
7% per cent increase would rep- 
resent an approximate 3% per cent 
increase in all income. 

I recommend to you the report 
of this Committee, which will be 
contained in the Annual Reports 
you will receive this month. It is 
my hope and belief that the mem- 
bership, now relieved of the tem- 
porary dues increase, and better 
served on a wider front than ever 
before by the Association, will ap- 
prove this proposal to introduce a 
modest margin for adjustment in 
the dues structure. 
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Wherever 
salicylate therapy 
is warranted 


BUFFERIN 


brings fast relief and avoids upset stomach 


1000 TABLETS 
FOR HOSPITAL US! 


@ reduces patients’ complaints 
@ saves time for nurses and aides BUFFERIN 
improves hospital efficiency and economy 

e offers exclusive hospital size Bufferin 1000's 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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by DAVID A. GEE 


and MARY F. McKEEVER 


ANY PEOPLE still regard the 
hospital social case worker 
as a person whose activities are 
confined to interviewing indigent 
patients or simply visiting on the 
wards. This may once have been 
true, but those who now so regard 
the medical social worker over- 
look a number of changes that 
have profoundly affected the field 
of medical care. Among these 
changes are: (1) the growing size 
and advancing average age of the 
population; (2) the broadening 
scope of medical treatment through 
technological advances; (3) the in- 
creasing complexity of hospitals, 
and (4) new problems in financing 
hospital care. 

Superimposed on these familiar 
problems are new concepts of pa- 
tient care, such as chronic disease, 
home care, rehabilitation and pro- 
gressive patient care. These rapidly 
developing programs are creating 
a demand for the skills of the 
medical social worker as an inte- 
gral member of the therapy team. 

Progressive medicine today is 
comprehensive medicine. This 
means that if the individual is to 
have the opportunity to obtain 
maximum benefit from medical or 
surgical treatment, the physician 
must take into account the pa- 
tient’s total situation. No longer 
is it sufficient for the physician to 
concentrate on the physical aspects 

David A. Gee is associate directer, and 

of Social 


Mary F. McKeever is director 
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NEW ROLE 
THE 


Changing concepts of patient care 
have increased the value of the skills 
of the medical social worker to the 
hospital and its professional staff, the 
authors indicate. As a result, no longer 
is the medical social worker merely 
the ‘water boy’ of the health care 
team, but a full fledged member whose 
special skills contribute to the pa- 
tient’s recovery from illness and return 
to a meaningful and useful life. 


of the patient’s illness, to the ex- 
clusion of his personal, social and 
emotional needs. 


The physician who cares what 
happens to people makes every 
effort, as he proceeds with his di- 
agnostic work-up and as he makes 
decisions about treatment, to know 
the type of person he is dealing 
with. In prescribing medication, 
oxygen and complete bed rest for 
the patient with a coronary occlu- 
sion, the physician may bring 
about some temporary physical 


improvement. Yet this may be 
negated completely if the patient’s 
fears and anxieties reduce him to 
immobility and psychological in- 
validism. 

Hospitals cannot justify giving 
automatic, routine, technical care 
during the period of a patient’s 
hospitalization, but overlooking the 
patient as a complex human being 
and disclaiming all responsibility 
for his welfare as soon as he is 
medically ready for discharge. This 
becomes particularly important in 
view of the many things that are 
happening in the field of chronic 
disease care. With 28 million per- 
sons suffering from long-term ill- 
nesses, it is evident that all our 
resources must be mobilized to 
meet their needs. 

In order to meet their obliga- 
tions for the community’s health, 
hospitals are being urged to offer 
a wide range of institutional serv- 
ices and to organize and coordinate 
the functions and facilities of the 
hospital with other essential com- 
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munity services. This means that 
hospitals interested in adopting a 
broader health care perspective 
will be dealing with homes for the 
aged, nursing homes, family serv- 
ice agencies, “golden age” clubs 
and the patient in his own home. 

When hospitals leave the frame- 
work of acute medicine and sur- 
gery and enter the field of medical 
care programs, they face many 
problems not generally associated 
with the short-term patient. Medi- 
cal services are no longer confined 
to one medical specialty, for the 
physician must be concerned with 
the patient’s total problems. There 


are many liaison problems with 


other community agencies. All 
these problems have social impli- 
cations that require understand- 
ing and expert handling. 


A HOSPITAL CREDO 


Such problems require the for- 
mulation and adoption of a social 
philosophy. Some of the basic con- 
cepts of such a philosophy are: 

1. All members of the commu- 
nity have the right to opportuni- 
ties for living independent, digni- 
fied and satisfying lives. 

2. The community has an obli- 
gation to seek to provide these 
opportunities for all who need 
them. 

3. Whenever possible, programs 
should prevent deterioration on the 
part of the patient and should help 
keep him busy, well and happy. 

4. Rehabilitation of patients 
with long-term illnesses, within 
their individual physical and men- 
tal limitations, should be an inte- 
gral part of all such programs. 
These should be available to per- 
sons who may become employable 


as well as to those for whom a 


higher degree of self-care is the 
only realistic expectation. 

5. Persons with long-term ill- 
nesses and physical disabilities 
should be helped to remain in the 
community as long as possible; 
institutionalization of a permanent 
nature should be considered a last 
resort. 

6. The organization, administra- 
tion and coordination of commu- 
nity services should focus on the 
needs of the individual person and 
the making of these services as 
accessible to him as possible. The 
hospital must be a key leadership 


force in bringing the community 
to accept these principles. 

It should not have to be proved 
in this progressive era that every 
individual in our society should 
have the opportunity to remain a 
part of the community as long as 
he can do so. It is no longer enough 
to decide that a physically handi- 
capped or chronically ill person 
should be relegated to an institu- 
tion for the rest of his days. Every 
opportunity and all possible aid 
should be given to help him adjust 
satisfactorily to a more natural, 
satisfying and independent type of 
living, in spite of his disabilities. 

As the chronically ill group 
continues to expand, it will be im- 
practical to provide a sufficient 
number of institutions, as we know 
them now, to cope with the de- 
mand. Home care, rehabilitation 
programs, golden age clubs and 
casework services will be neces- 
sary to keep patients out of insti- 
tutions. When hospital stay is un- 
necessarily prolonged, it is easy for 
the patient to develop “hospital- 
itis”, to regress into invalidism 
and to feel more comfortable when 
protected from the outside world 
rather than as a part of it. 


AGENDA FOR CASEWORKERS 


What are the ways in which the 
medical social worker can most 
effectively serve the needs of the 
hospital patient? Some of the more 
important functions include: 

1. Providing casework treatment 
of patients with serious personal, 
social and emotional problems. 

2. Offering discharge planning 
service to patients and their fami- 
lies. 

3. Making diagnostic social 
studies. 

4. Referring patients to commu- 
nity agencies. 

5. Assisting patients in making 
an adjustment to illness. 

6. Helping patients in following 
needed medical care. 

7. Engaging in cooperative case- 
work with community agencies. 

8. Assisting in community plan- 
ning for the aged and chronically 
ill. 

9. Supplying information re- 
garding health and welfare re- 
sources. 

Although many of these points 
are self-explanatory, elaboration 


on some of them may be in order. 


CASEWORK SERVICES 


When the hospital operates with- 
in the framework of a program of 
comprehensive medicine, ready ac- 
cess to casework treatment is es- 
sential for many patients. Because 
casework has long emphasized the 
importance of taking into account 
the individual needs of patients 
and of treating the whole individ- 
ual in his total situation, the social 
service department should assume 
leadership in substantiating the 
effectiveness of comprehensive 
medicine within the medical cen- 
ter. 

This is especially pertinent in re- 
lation to the aged and the chron- 
ically ill. This group requires spe- 
cial handling and the development 
of greater skill on the part of all 
personnel coming in contact with 
them. Even the professional staff 
may share the general attitude of 
the community toward the ill aged. 
This attitude is reflected in the 
following questions: 

Of what real use will these peo- 
ple be to themselves or others, 
even if they do improve phys- 
ically? Why expend time and effort 
over extended periods on people 
who can at best show slow re- 
sponse? Why think in terms of re- 
habilitation for individuals, unless 
such measures will finally make it 
possible for them to be gainfully 
employed? Isn’t it a waste of en- 
ergy and money to make the all- 
out effort to keep the individual 
in the community as long as pos- 
sible, when this is ordinarily such 
a time-consuming job? 

This questioning attitude is quite 
understandable in view of the lack 
of status afforded the aged and 
chronically ill person in our cul- 
ture today. 

The primary aim of the social 
worker, therefore, must be to find 
ways to stimulate the patient’s de- 
sire to help himself to whatever 
degree possible. The social worker 
should not function alone in this 
attempt to motivate the patient. 
Casework therapy for the chron- 
ically ill must be in conjunction 
with other professional disciplines 
comprising the medical team. In- 
formation about the patient’s pre- 
vious mode of living, his person- 
ality and his ways of reacting to 


HOSPITALS, J.A.H.A. 


68 


Radiator heat can't do it... 


Sunlight can't do Itece 


With “Scotch” Brand Autoclave Tape 
only your autociave machine can 
make these markings appear! 


“SCOTCH” BRAND HOSPITAL AUTOCLAVE UNMISTAKABLE MARKINGS appear only after 
TAPE NO. 222 sticks at a finger touch, seals linen or this tape has been subjected to correct levels of heat 
paper packs surely. It's faster than pins or string and and moisture found in autoclave. No danger of these 
you can write on this tape with pencil or ink. Peels off markings being accidentally activated by radiator 
clean without leaving sticky residue. heat, sunlight, a dry air pocket in a faulty autoclave. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 


-+- WHERE RESEARCH IS THE KEY TO TOMORROW 


“SCOTCH™ is & register emark of 


JULY 1, 1960, VOL. 34 


| 
> 


situations is shared with members 
of the team. 

This is especially needful be- 
cause this type of patient is likely 
to face complicating social prob- 
lems as well as the problem of his 
medical condition. Widowhood and 
loss of the support of children are 
discouraging hurdles that must be 
faced. It is often difficult for the 
younger professional person (in- 
cluding the physician, nurse, and 
social worker) to develop the pa- 
tience and understanding necessary 
to bring about desired results with 
this type of patient. 

The motivation of the patient 
must be of major concern to all 
personnel working with him. Un- 
less the sick individual wants to 
get better and is willing to do his 
part in reaching this goal, the 
gains he makes under the best kind 
of medical care program probably 
will not continue. The elderly 
hemiplegic patient who feels weak 
and drained by his illness may well 
wonder why anybody would urge 
him to dress or to try to walk, 
when all he feels like doing is 
lying in bed and being completely 
cared for. When he is expected, in 
addition, to make use of physical 


or occupational therapy as aids 


toward recovery, the necessary ef- 
fort may seem overwhelming. 

The patient must be helped to 
understand how he will benefit in 
attempting a return from invalid- 
ism to as much self-sufficiency as 
possible. Through casework inter- 
views, the social worker is in a 
key position to show the patient 
just what satisfactions he may be 
able to achieve through the ex- 
penditure of such energy and ef- 
fort. 


DISCHARGE PLANNING 


The social worker has an im- 
portant role in solving problems 
connected with the discharge of 
the patient. If the medical social 
worker is advised as soon as the 


- problem becomes evident, action 


can be taken promptly to work out 
an adequate placement plan for 
the patient by the time he is med- 
ically ready for discharge. An in- 
dividual may apply for admission 
to a chronic disease institution or 
a home for the aged, but in the 
process of evaluation, there may 
be strong indication that with cer- 
tain assistance he may be able to 
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remain in the community. Under 
such circumstances, it is the job 
of social service to try to enlist 
appropriate resources to make this 
possible and to help the person be 
as self-sufficient as he can for as 
long as he can. 

At times, patients and their fam- 
ilies will be resistant to the idea 
of early discharge from the hos- 
pital and will try to insist on a 
longer stay. It is important for 
psychological and financial reasons 
that patients return to their own 
environment as soon as they are 
medically no longer in need of 
hospitalization. It is the case- 
worker’s responsibility to help 
overcome this resistance and to 
facilitate the discharge of the pa- 
tient as rapidly and as amicably 
as possible. 

This further requires that the 
medical social worker make cer- 
tain her discharge plan is practical 
and workable. Otherwise the pa- 
tient may shortly return to the in- 
stitution and the whole process 
will have to start over again. 


ADJUSTMENT TO ILLNESS 


Since it is important to keep pa- 
tients who must remain hospital- 
ized for indefinite periods well 
motivated and interested in main- 
taining some level of active func- 
tioning, the medical social worker 
is ideally oriented to develop spe- 
cial understanding of the individual 
requirements of the prolonged- 
stay group and patiently help them 
preserve their progress toward 


maximum recovery. Insistence on. 


self-help, ambulation, participa- 
tion in planned activities within 


their strength, eating in the din- 
ing room rather than at the bed- 
side, and wearing regular apparel 
rather than night clothing are aids 
in reinforcing daily living orienta- 
tion. This means of stimulating the 
patient must be the constant con- 
cern of the social worker and 
other staff members. 

Assisting in community plan- 
ning for the aged and chronically 
ill is an activity that tends to take 
the social worker out of the realm 
of direct patient care. Neverthe- 
less, who is better equipped than 
the social worker to establish an 
area of understanding between 
pure medical and administrative 
activities? Social service depart- 
ments must be encouraged to par- 
ticipate in over-all community 
planning. Such planning may make 
it possible to have a central patient 
intake service which insures that 
the sick person who is not able to 
evaluate his needs gets to the right 
agency. 

In all these cases, the medical 
social worker is in an excellent 
position to help further medical 
progress, to demonstrate that com- 
prehensive medicine brings more 
effective results and to stimulate 
changes in the social pattern which 
will keep pace with and make more 
meaningful the current advances 
in medicine. It has been demon- 
strated that the social service de- 
partment is an integral part of 
the hospital care team. Without 
the active participation of this im- 
portant group, patient care cannot 
be carried out with the end results 
that the community has every 
right to expect. 


NOTES AND COMMENT 


Ceramic tile and infection 


In a recent study* of the role of surface contamination in hospital- 
acquired staphylococcal infection, particular attention was given to the 
performance of ceramic tile, compared with other surfacing materials, in 


permitting effective decontamination. 


Since the literature contains very little in the way of reports on this 


subject, an experimental procedure 
was designed to study it. The pro- 
cedure involved a test chamber, 
three small tile sections and a 
method of spraying staphylococci 
into the chamber. The tile sections 
used were: 


*Wagner, H. B., Role of surface con- 
tamination in hospital acquired stanhylo- 
coccal infection, Progress Report #59, Tile 
Council of America, New York. 


1. An array of 4% inch by 4% 
inch smooth, glazed, ceramic tiles, 
joined by a conventional, white 
portland cement grout. 

2. An array of 4% inch by 4% 
inch crystalline, glazed, ceramic 
tiles, conventionally grouted. 

3. An array of % inch square, 
unglazed, ceramic, mosaic tiles, 
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joined with a conventional 1:1, 
sand: portland cement grout. 

These tile sections were horizon- 
tally and vertically positioned in 
the test chamber, cultures were 
taken from the tiles with cotton 
swabs soaked in culture medium 
broth. In each case, a moderately 
heavy growth of ‘staph’ in the pure 
culture was obtained. The counts 
obtained from tile faces and grout 
joints were remarkably similar. 

After the culture was taken from 
each section, the tiles were treated 
with an antibacterial agent. This 
provided a very high degree of, 
but not an absolute, sterilization. 
The joint surfaces responded as 
effectively to the surface disinfec- 
tion as did the tile faces. 

The experimental procedure in- 
dicates that although bacteria do 
adhere at least temporarily to the 
tiles and joints, they can be readily 
killed by surface disinfection. 4% 


Program on the Medical 
Audit scheduled in Denver 


A three-day postgraduate pro- 
gram on the internal medical audit, 
the first of its kind, will be given 
by the Office of Postgraduate Medi- 
cal Education, University of Colo- 
rado Medical Center, Denver, 
August 10-12, 1960. 

Guest speakers, who are familiar 
with the mechanics of medical 
audit programs, will discuss such 
topics as: (1) the how and why 
of the internal medical audit; (2) 
its usefulness and effectiveness in 
terms of standards of medical 
practice in hospitals; (3) the medi- 
cal audit from the viewpoint of 
the hospital as well as that of the 
staff physician, and (4) many other 
practical aspects of this new and 
rapidly expanding field. Half a 
day will be devoted to sessions 
dealing with the special problems 
and methods of auditing one field 
of practice, such as medicine, sur- 
gery, obstetrics and pediatrics. 

Although the course is offered 


NIH Revises Views 
on Tranquilizing Drugs 


The National Institutes of Health 
recently disagreed with the pre- 
viously stated conclusion that the 
use of tranquilizing drugs is re- 
sponsible for both the increase in 
the number of patients released 
from mental hospitals and the de- 
crease in the number of hospi- 
talized mental patients since 1955. 

Careful evaluation of the statis- 
tics, according to NIH, “indicates 
that those states which had been 


reporting lower mental hospital 
populations prior to 1955 continued 
their downward trend, while in 
some instances where drugs were 
widely used, populations have con- 
tinued to increase.” 

NIH concludes that the available 
data are inadequate to tell whether 
or not the use of tranquilizing 
drugs was a major factor in these 
changes. The report containing 
these statements was included in 
a summary of research studies 
presented to the U.S. Congress - 
the NIH. 
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RESUSCITATOR, 


units | INHALATOR 


in one | and ASPIRATOR 


FULLY AUTOMATIC—Controls are 
pre-set. Operator does not have to 
make any decisions regarding proper 
oxygen pressure. 

PRECISION FLOW CONTROL—This 
exclusive feature permits fine regu- 
lation of oxygen flow to bypass partial 
obstructions. 

SINGLE-LEVER ACTION—A simple 
flick of the switch changes unit from 
resuscitation to aspiration, for fast 
removal of excess fluids, etc. 
AUTOMATIC SIGNAL—The resusci- 
tator signals when normal breathing 
begins. A single shift of the selector 
valve inflates reservoir bag. 
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From market to patient— 


00 OFTEN cooked fresh vege- 

tables served in hospitals and 
other mass feeding establishments 
do not approach the high standard 
of the other food items served on 
the menu. The flavor and texture 
are lost by overcooking and long 
periods of holding, but most im- 
portant of all, the vitamin and 
mineral content of the food is ap- 
preciably decreased, if not entirely 
removed. 

The secret of improving the 
quality of cooked fresh vegetables 
in hospitals is not limited to prep- 
aration technique; it starts with 
purchasing. It is easy for the price 


buyer to go wrong in purchasing 


fresh produce. If he is given two 


different prices on the same grade 


of vegetable, he might automati- 


cally take the cheaper one without 


realizing that the price was based 
more on the condition of the pro- 
duce than on its grade. Since pro- 
duce is graded at point of shipping 
its condition at time of purchase 
can vary according to the treat- 
ment that it has received in transit. 

Then, too, the price buyer might 
insist on a lower-priced grade of 
produce without analyzing the cost 
of waste. For example, the dieti- 
tian at a large city hospital recent- 
ly studied the cost of U.S. Fancy 


fresh broccoli versus U.S. No. 1 


grade. The fancy grade proved to 
be a much better buy although it 


This material was prepared by the In- 


7 stitutional Department of Bernard Lewis, 


Inc., New York public relations firm, in be- 
half of United Fresh Fruit and Vegetable 
Association, Washington, D.C. 
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IN FRESH VEGETABLES 


This article includes practical point- 
ers on purchasing, preparing and 
cooking fresh vegetables for hospital 
service. Special emphasis has been 
placed on time and labor conservation, 
nutrient retention and simplification 
of vegetable preparation for modified 
diets. 


costs 90 cents more per crate, be- 
cause it yielded 10 lbs. more of 
edible vegetable. The final saving 
in raw food cost per crate was 26 
per cent. 

In addition to developing the 
proper attitude toward pricing, the 
purchaser of fresh produce needs 
to develop a good working rela- 
tionship with the dealers. One way 
to enlist dealer support is to limit 
the number of dealers used. Three 
dealers is usually a sufficient num- 
ber to give good price and quality 
checks. 

Another step in creating good 
dealer relationships is the develop- 
ment of good specifications. With 
specifications, the dealer knows 
exactly what he is bidding on and 
when he doesn’t meet the clearly 
defined requirements, there can be 
no question about returned ship- 
ments. 

Purchase specifications for fresh 
produce should include grade, size, 
variety and net weight (see table 


on p. 74). Sometimes the origin 
should also be noted because two 
areas may be shipping the same 
item in the same season and the 
difference in freight costs will be 
reflected in the price. 

When produce is received it 
should be checked immediately for 
quality. The dietitian, purchasing 
agent or trained assistants should 
handle this inspection when the 
produce is received so that there is 
no unfair delay in returning un- 
desirable items. Handling the in- 
spection procedure efficiently and 
thoroughly builds mutual respect 
between dealer and purchaser. 

A hospital may contract for a 
specialized government inspector 
to check its orders either at the 
dealer’s store or in the hospital 
receiving room. Arrangements can 
be made at the nearest office of 
the United States Department of 
Agriculture or with the Fruit and 
Vegetable Inspection Division of 
the USDA Agricultural Marketing 
Service, Washington 25, D.C. 

The hospital’s receiving depart- 
ment should be equipped with good 
scales. There should also be a large 
enough tray so that bulk-packed 
vegetables may be emptied for in- 
spection at time of weighing. Re- 
frigeration facilities for fresh pro- 
duce should be located close to 
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FRESH VEGETABLE CONTAINER SIZES 


Commodity Common Containers and Weights 
Asparagus Crate, 12’s (30 Ib.) or loose (35 Ib.) 
Beets 
Topped Bag, 50 Ib. 
Untopped Crate, 24's, 36’s, 42's 
Broccoli Crate, 12's, 26-28 Ib. 
Brussels Sprouts Per ib., drum, 25 tb. 
Cabbage . 
New Bag, 45-50 Ib. 
Savoy Bag, 40-45 Ib. 
Red Bag, 45-50 ib. 
Carrots Bag, 50 Ib. 
Cauliflower Crate, 12's, 24 Ib. 
Celery 
California Crate, 65 Ib. 
Florida Carton, 45-50 Ib. 
Corn Bags, 50's, 60's; Crates, 48-60 Ib. 
Cucumbers Bushel, 50 Ib. 
Eggplant Bushel, 30 Ib.; Crate, 45 Ib. 
Endive 
Curly Box, 10 Ib. 
Belgian Box, 10 Ib. 
Escarole Crate, 18's to 24's 
Kale Bushel, 18-22 ib. 
Lettuce 
Head (= or Cartons of 24’s-30’s 
Boston Crates or Cartons of 24's-30's 
Romaine Hamper, 18’s-24's 
Lima Beans Hamper, 28-32 Ib. 
Mushrooms Basket, 3 Ib. 
Onions 
White (small) Bag, 25 Ib. 
Yellow Bag, 50 Ib 
Spanish Bag, 50 ib. 
Parsnips Y%, bushel, 25 tb. 
Peas Hamper, 30 Ib 
Green Peppers Bushel, 25-30 Ib 
Potatoes 
White Bag (paper), 50 Ib.; Bag (buriap), 100 Ib. 
New Bag (paper), 50 Ib.; Bag (buriap), 100 Ib. 
Idaho baking Box, 55 ib. 
California Bag, 100 Ib. 
Sweet Bushel, 50 Ib. 
Rutabaga Bag, 45 ib. 
Snap Beans Homper, 28 Ib. 
Squash 
{all types) Bushel, 40-45 Ib. 
Swiss Chard Bushel, 20-25 ib. 
Spinach 20-22 Ib. 
Tomatoes Till, 6 ib.; Lug, 25 tb. 
Turnips 
Roots Bushel, 45 Ib. 
Greens Bushel, 20-25 Ib. 


the receiving area. It is essential 
to refrigerate incoming fresh pro- 
duce as soon as possible. 


PREPARATION POINTERS 


Trimming and peeling of fresh 
vegetables should be minimized to 
insure maximum nutrition. More- 
over, the trimmed portions should 
be utilized whenever possible. 
Tests have indicated that most 
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mass feeding operations could ef- 
fectively use 15 per cent of the 
normally discarded portions of 
fresh asparagus in soups and stock. 
Approximately 20 per cent of the 
outer leaves of cauliflower and 15 


per cent of the outer leaves and . 


stalks of celery could be used in 
the same way. 

Preparation machines are an ef- 
fective aid for conserving the veg- 


etable as well as labor cost. The 
multipurpose electric vegetable 
machines avoid scheduling prob- 
lems at the mixer and are more 
convenient and usually faster than 
the attachment on the mixer. For 
sandwich and salad production, 
some models of slicers have an at- 
tachment for tomato slicing. A 
metal skewer guides the tomatoes 
to the blade as they slide down 
by gravity feed. This machine is 
safe and offers better portion con- 
trol than is possible with hand- 
cutting. 

Preparation of vegetables should 
be done as close to cooking time 
as possible. If there is a delay, 
they should be refrigerated in a 
covered container. When a vegeta- 
ble cutting machine is used, a 
plastic bag should be attached to 
the discharge nozzle, so that the 
cut vegetables can be placed di- 
rectly into the bag for immediate 
transfer to the refrigerator. 

The way certain vegetables are 
prepared will greatly affect the 
end product. Asparagus will cook 
quicker and more evenly if an “X” 
is cut into the base of each stalk 
(approximately one inch deep) 
after the end is trimmed. Broccoli 
stalks should be slit approximately 
two-thirds of the way up the head. 
Turnips and squash will cook 
faster if they are cut into small 
dice. 

Cabbage cooking is speeded by 
shredding. Mushrooms should be 
dipped in lemon juice after peeling 
and cutting to retain their color. 
Spinach and other greens washed 
thoroughly in advance of cooking 
should be doused again before 
cooking. The water that clings to 
the leaves is all that will be needed 
for cooking. 

Onions can be peeled more 
quickly if they are placed in very 
hot water (at least 170°F.) for 
four or five minutes. The skins 
then loosen and slip off in larger 
pieces. Peeling time is cut approxi- 
mately in half. 


COOKING TECHNIQUES 


Some vegetables are cooked to 
increase their digestibility and 
palatability. Cooking breaks down 
the tissues and makes them more 
tender and flavorful. The art in 
cooking is to control this break- 
down process so that the vegetable 
will be tender, but not mushy, and 
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For Fast or Feast: Almost any time proves to bea 
good time to offer patrons a fish sandwich. Here’s 
one they'll enjoy. It could be a profitable addition 
to your daily selections. Fry it to golden-crusted ) 
crispness with Kraft's Red Label Shortening. 


bound _ 


DEEP-FRIED 
‘SPECIALS” 


Like to the recovery rate of your fry kett! recovery, 
items that are new to your customers. 
neweome4rs Will you a better mark-up than your 
oriced ‘menu regulars.” Try these two recipes... 
and eee your Kraft man for others. 

nem you fill your fry kettle for the first time with Kraft 
Hed weaver vou re settor pertect frying. Foods emerge with the golden 
customers really like. Complete satisfac- 
Label Shortening is ultra-refined. 
rome Veretable Oils it vigorously resists foaming 
Very smoke point and low fat absorption mean 
Atid consistently superior fried foods. 


— 
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serving: 9 scallops 


“vee eee eee ee © 


Redi el 
| Kraft PC Ketchup 


Beat egg whites stiff 
ingredients and Mix until well blendég.~ 
Roll level tablespoommiot the mixtur@lnto balls and deep-fry 


in. Shortening, 328°, minutes. Orain..Serve with Kraft 


tee 
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Ahoy .. . Cheese Scallops: No seagoing experience 
needed to prepare these prairie scallops. They're made with 
a good sharp cheddar—Kraft's Elkhorn—and a few simple 
ingredients. Pop ‘em in the fat for 3 minutes. Customers say: 
delicious! See recipe above. 
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a make-up menus 
a that mark-up well 


with Kraft Pickles and Olives 


To increase customer satisfaction and volume, clever menu planners employ 
color, taste and texture contrasts. 

Kraft’s glistening green or ripe olives, and crisp, tasty pickles, are great for 

_ this purpose. They add glamor accent to an entree. . . give salads and sandwich 
plates a worth-much-more look. 

Get the fullest sales-advantage from pickles and olives by serving Kraft’s. 
They say food quality—on the menu and in the dish. Kraft’s fine olives and 
pickles—used as garnish or ingredient—give you the leeway you need for more 
profitable menu pricing. 


Carefully graded and sized, Kraft Pickles are available in sweets, sours, dills, fresh-pack 
and processed; whole, spears, halves, slices, cross-cuts, relish. Varieties selected for 
juiciness, taste, thin skins and firm texture. Gallon jars, No. 10 tins. 


Pick of the crop, Kraft's meaty, fine-flavored green olives are prime-quality imports 
from Seville. Pitted, pimiento stuffed and plain, in gallon jars. Kraft's shiny black ripes 
from California come in 6 sizes, 158 to 466 count per No. 10 tin. 


Sharper Sales-Focus is assured when 
olives add their color and food value to 
a Cottage Cheese Salad. 


OLIVE-CHEESE SANDWICH 


Customer satisfaction is easy to arouse for this open-style sandwich. 


INGREDIENTS 24 SERVINGS 


1. Kraft Mayflower Brand Sharp 1. Combine the cheese, olives, 
Cheddar Cheese, shredded. .2 |b. 4.0z. pimiento and mayonnaise. 
Kraft Ripe Olives, chopped..... ..%4 Cup 
Pimiento, chopped............... %cup 2. For each sandwich, spread one 
Kraft Mayonnaise................ ¥% cup slice of bread with a No. 20 scoop 
48 slices of cheese mixture. Spread another 
en — slice of bread with margarine; 
— cover with lettuce and tomato 
48 slices. Serve open style. 


Kraft... for good food and good food ideas 
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tasty and yet not too strong in 
flavor. 

The goal in fresh vegetable 
cookery should be crisp-tender 
vegetables. At this point, their 
color is excellent and they are 
full flavored. For a long time it was 
believed that most Americans pre- 
fer soft (just short of mushy) veg- 
etables. However, this premise has 
been thoroughly refuted by many 
restaurants in recent years. Crisp- 
tender vegetables have proved so 
popular that some restaurants have 
become famous for them. 

In the hospital, the crisp-tender 
philosophy of vegetable prepara- 
tion will help to combat the effects 
of holding. Vegetables continue to 
cook while they are being held. 
The ultimate goal is to remove 
the vegetables just before they are 
crisp-tender so that the steamtable 
or heated cart will bring them to 
perfect doneness. If the cook is 
trained to judge doneness as crisp- 
tender, the vegetables will be edi- 
ble when they reach the patient. 
Crisp-tender is as soon as the tines 
of the testing fork will slip in and 
out of the vegetable easily. 

Small batch cookery is the best 
method for cooking fresh vegeta- 
bles. It reduces the time that the 
vegetables must be held after 
cooking; it minimizes damage be- 
cause the bottom layers of the 
vegetables do not have as much 
weight on top of them; and it re- 
duces left-overs. 

Although small batch cookery 
may not be feasible in some hospi- 
tals, many more hospitals could be 
using this method than are now 
doing so. For example, small batch 
cookery is used in some of the 
large units under the supervision 
of the New York State Department 
of Mental Hygiene—hospitals serv- 
ing 950 patients per meal. Careful 
scheduling is the answer. 

The vegetables are cooked in 
compartmentalized steamers. The 
steamers are loaded with insert 
pans from the heated carts that 
take the food to the patient floors. 
Each pan holds a small batch and 
is tagged to correspond with the 
cart. The pans are placed in the 
steamer in reverse order to the 
way that they will be removed. 
The bulk food carts are lined by 
number and as each cart passes the 
vegetable steamer, it receives its 
own batch of vegetables. The only 
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GLAZED fresh carrots 
add color, flavor and 
texture interest to nor- 
mal diet menus. 


table pans for both cooking (steam- 
ing) and transporting reduces and 
speeds handling as well as mini- 
mizes pot-washing. Carrying this 


holding necessary is the time that 
it takes the carts to reach the 
floors. 

The use of food cart or steam- 


AN IMPORTANT AMOUNT of time and labor can be saved in hospital vegetable preparation 


ed 
operations if one vegetable can be prepared for service on more than one type of modified 
diet. Here fresh carrots are seasoned with ginger rather than with salt for service on low salt 
diets. Chives were chosen to increase the flavor and appearance of unbuttered carrots for 
form of carrot timbales make it possible to 
soft 
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FRANK C. MASSEY, Administrator 
Community Hospital 
Philadelphia, Pa. © 


“Paper Food Service 


Ended A Kitchenful 
Of Problems For Us” 


Back in 1953, Mr. Massey learned that 
his dishwashing facilities in Commu- 
nity Hospital were wearing out. Even 
worse, so was the spirit of service in 
the hard-working kitchen personnel. 

Paper food service was adopted only 
after careful “‘acceptance” tests on pa- 
tients and staff. It eliminated the need 
for new dishwashing equipment. Sani- 
tation was improved. Space was freed 
for a walk-in cooler and deep freeze 
which permits advance portioning of 
many foods in paper cups and con- 
tainers. 

Paper food service cuts 144 hours 
from the workday for kitchen per- 
sonnel at luncheon—and the kitchen 
closes 4 hour earlier in the evening. 
Mr. Massey is certain that even when 
the number of beds is doubled, paper 
food service will still enable the present 
team of workers to handle the extra 
load on the kitchen. 


SEND 25¢ FOR FACTFUL BOOK 


Sixt es of helpful information on 
all phases of food 
service. Complete 
with cost studies and 
case histories of 
money-saving ideas 
from hundreds of 
restaurants and 
institutions. Send 
25¢ in coin to: 


Paper Cup and Container Institute, Inc. 
250 Park Avenue, New York 17, N. Y. 


procedure one step further, it is | 


advisable to place the vegetables 
in the pans as soon as they are 
peeled and cut. They can be re- 
frigerated in the pan and removed 
as needed for cooking (a slight 
adjustment in cooking time must 
be made to allow for the cold pan). 
A further advantage is that there 
is usually more time to portion the 
batches carefully during the prep- 
aration than in the cooking period. 


LOW-WATER COOKERY 


If cooking done is on top of the 
range, the low-water method of 
cookery produces better flavored 
and more nutritive green vegeta- 
bles. Here are the amounts of water 
required for various vegetables 
when they are cooked in small 
batches (up to 5 lbs.): 

@ Snap beans need approxi- 
mately 1% inches of water. 

@ Spinach requires only the 
water that clings to the leaves if 
they are rinsed just before cooking. 

® Asparagus and broccoli should 
be stood upright (tied in bunches). 
Asparagus needs approximately 
one inch of water in the pan 
whereas broccoli needs water to 
the top of the stalks. Cooking these 
vegetables upright helps to avoid 
overcooking of the heads (or tips). 

@lIf turnips are cut in small 
dice and cabbage is shredded, the 
low-water method may be used. 
For turnips, 1% inches of water 
should be adequate and one inch 
of water for shredded cabbage. 

Low-water cookery is often 
shunned by food operators because 
it requires a periodic covering and 
uncovering of the pot. The cover- 
ing is to speed cookery, while the 
uncovering allows acids to escape. 
However, there is a simple solu- 
tion to this problem. Cover the 
pot when the vegetables are added 
and when the water returns to a 
boil, set the lid slightly ajar and 
forget about it. This procedure ap- 
plies to the cooking of all vegeta- 
bles, except spinach, other greens 
and cabbage, which are covered 
throughout cooking. 

When cooking red cabbage and 
beets, acid should be added to help 
retain color. Fresh lemon juice or 
vinegar may be used (% cup to 
one gallon of water). Milk in the 
cooking water will help retain 
whiteness of cauliflower (1 pint 
to one gallon of water). 


If steam-jacketed kettles are 
used, it is not necessary to cover 
the vegetables. Many hospitals use 
small, tilting, steam-jacketed ket- 
tles because they lend themselves 
so well to small batch cookery. 


STEAM COOKERY 


Steam cookery is particularly 
suited to the root vegetables al- 
though it may be used for all 
vegetables. Potatoes retain the 
highest percentage of nutrients 
with this method of cookery. If 
green vegetables are to be steamed, 
the layer of vegetables should not 
exceed two inches in depth, so 
that cooking will be quick. The 
newer types of steam pressure 
cookers are well adapted to small 
batch cookery. These cookers are 
equipped with timers which auto- 
matically exhaust the steam when 
the vegetables have cooked the 
desired amount of time. Cooking 
time is so fast that it is practical 
to prepare the vegetables in small 
batches. 

When steam cookery is used, it 
is advisable to make up a season- 
ing solution of salt and water. This 
solution is poured over the vegeta- 
bles to insure an even distribution 
of salt. 


Tomatoes, onions and all the 
root vegetables are well suited for 
baking. If the budget allows, it is 
well to bake potatoes in aluminum 
foil because the wrapping helps to 
keep them hotter and more moist 
between oven and patient bedside. 

Before baking, Hubbard and 
acorn squash should be portion- 
sized, seeded, seasoned, buttered 
and cooked in the skin. Unpeeled 
tomatoes may be stuffed and baked. 
Onions, plain or stuffed, retain 
their onion flavor when they are 
baked and yet are not too strong. 
Onions need to be basted often to 
avoid burning. 


With careful planning, it is pos- 
sible to adapt a single fresh veg- 
etable to a number of different diets 
on the same menu. This procedure 
greatly simplifies purchasing, stor- 
age and cooking. Since most pa- 
tients will receive the same vegeta- 
ble although possibly in a different 
form, there is little chance for dis- 
content among patients. 
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Because they can be served on 
most modified diets, fresh carrots 
have been used in the following 
recipes to show how one vegetable 
can be made to serve various needs. 
However, at the end of each recipe 
there are listed other fresh veg- 
etables that may be substituted. 


GLAZED FRESH CARROTS 
FOR NORMAL DIET 
(50 servings) 
lbs. carrots 
ce. butter or margarine melted 
ec. honey 
tsp. salt 
tsp. ground black pepper 
tbsp. ground allspice 
4 tsp. powdered mustard 


1. Cut carrots in %-inch slices 
and cook in rapidly boiling water 
12 minutes or until crisp-tender. 
Drain. 

2. Combine remaining ingredi- 
ents and mix well. 

3. Pour sauce over carrots and 
cook over low heat, stirring gently 
until carrots are glazed. 

(Equal amounts of celery, sum- 
mer squash, and sweet potato may 
be substituted for the carrots.) 


FRESH GINGER CARROTS 
FOR SODIUM RESTRICTIVE DIET 
(50 servings) 

12 lbs. carrots 

ec. fresh lemon juice 

4 tsp. ground ginger 

1 tsp. ground black pepper 

1 c. unsalted butter, melted 

3 tbsp. sugar 


1. Cut carrots in %-inch slices 
and cook in rapidly boiling water 
12 minutes or until crisp-tender. 
Drain. 

2. Combine remaining ingredi- 
ents and pour over carrots. 

3. Portion % c. per serving. 

(Equal amounts of fresh lima 
beans, acorn squash and fresh corn 
removed from the cob may be 
substituted. ) 


FRESH CARROTS WITH CHIVES 
FOR FAT RESTRICTIVE DIET 
(50 servings) 
12 ibs. carrots 
l ec. carrot water 
4 tsp. salt 
1 tsp. ground black pepper 
4 tsp. sugar 
fresh chives, chopped 


1. Cut carrots in %-inch slices 


and cook in rapidly boiling water 
12 minutes or until crisp-tender. 
Drain. Save carrot water. 

2. Add remaining ingredients to 
carrot water. 

3. Combine with carrots. 

4. Portion % c. per serving. 

(Equal amounts of celery, toma- 
toes, lima beans, fresh corn re- 
moved from the cob, potatoes, and 
summer squash may be substi- 
tuted.) 


FRESH CARROT TIMBALES 
FOR BLAND, LOW FIBER AND SOFT DIETS 
(50 servings) 
4 lbs. carrots 
2 qts. milk 
4 ec. butter or margarine 
1 qt. soft bread crumbs 
4 tsp. salt 
16 eggs, separated 
3 tbsp. fresh lemon juice 


1. Cut carrots in %-inch slices 
and cook in rapidly boiling water 
20 minutes. Drain and mash. Put 
through a sieve. 

2. Combine milk, butter or mar- 
garine, bread crumbs, salt and 
pepper. Cook over low heat 2 min- 
utes. Remove from heat. Beat egg 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 
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Patients Convalesce 


Better 


with good hot food 
served the 


DRI-HEAT 
WAY! 


Centralized food preparation, made pos- 
sible with a Dri-Heat food system does 
more than make patients happy. By 
eliminating extra kitchens and extra 
help, it cuts your costs sharply and helps 
you maintain better feeding schedules. 

With just one kitchen preparing all 
food, you eliminate food waste and in- 
crease menu variety. You immediately 
accomplish complete control over por- 
tions, appearance, diet restrictions and 
personnel. Your patients get piping hot 
food, appetizingly served and always 
within their prescribed menu limita- 
tions. 

Most important, the Dri-Heat hot 
plate keeps food deliciously hot even 
after it is served to the patients. Slow 
eaters or disabled patients need never 
eat cold food—because a Dri-Heat hot 
plate will keep their food hot as long as 
one hour after serving. 

Investigate the quality-made Dri-Heat 
system. You can use the entire system or 
it is possible to adopt various compo- 
nents into your present system to fit your 
budget. 


Dri-Heat Hot Plate accommodates 
any standard china or plastic dish 


Fully insuloted stainless steel base 

diner's hands. Double wall 
fully insulated—gveronteed not to 
come aport. 


DRI-HEAT 
FOOD SYSTEM, INC. 
500 N. Dearborn Street ¢ Chicago 10, Ill. 
Phone: DE 7-4213 


Originators of the modern centralized 
feeding system. 


yolks slightly and fold into mix- 
ture. 

3. Add lemon juice and strained 
carrots. 

4. Beat egg whites until stiff and 
fold into mixture. Pour into 50 
greased, individual baking dishes 
or into a large, greased baking pan 
(18%” by 12%”). 


5. Place in a pan of hot water 
and bake in a pre-heated moderate 
oven (350° F.) 60 minutes or until 
done. 

6. Remove from baking dishes 
or cut 48 portions per pan. 

(Equal amounts of spinach, 
acorn squash, and sweet potato 
may be substituted.) . 


NOTES AND COMMENT 


VA center develops, studies new low fat diet 


The development of a palatable diet containing liquid vegetable fats 
instead of animal fats and solid shortenings has been announced by the 
Veterans Administration Center in Los Angeles. 

This diet will be used for selected patients for one year for the purpose 
of determining whether substantial changes in fat-types in the diet, even 


at a comparatively late period in 
life, affect the incident of heart 
attacks and strokes, and whether 
the long-term process of harden- 
ing of the arteries can be stopped 
or reversed. 

One of the new foods for the 
year’s study is a “filled milk”—a 
skimmed milk containing defla- 
vored soybean oil, vitamins A and 
D, and synthetic butter flavoring. 
The center reports that the prod- 
uct cannot be distinguished from 
whole, fresh milk. 

A frozen dessert made in a num- 
ber of flavors will be served. It is 
said to have the taste and other 
characteristics of ice cream, ex- 
cept that the butter fat has been 
removed and replaced by safflower 
oil. 

Cakes, cookies, pies and other 
bakery products normally high in 
animal fats will be prepared with 
corn oil. 

In preparation lean meat is care- 
fully removed from the fat and 
the de-fatted red meat is prepared 
by letting it absorb seasoned corn 
oil. Animal fats thus are replaced 
with unsaturated vegetable fat. 
The meats are then roasted in the 
conventional manner. Fried and 
grilled cuts are basted with the 
special seasoned oils and served 
with a vegetable oil gravy. 

Normally, uncut meat contains 
approximately 25 to 50 per cent 
fats by weight, reports Elva His- 
cock, research dietitian at the Los 
Angeles VA center and a member 
of the research team for the study. 
“Most people find a ‘no fat’ diet 
very monotonous. However, a diet 
in which animal and dairy fat and 
solid shortening are replaced with 


liquid vegetable fats is accepta- 
ble,” she said. 

The research team for the diet 
study is headed by Seymour Day- 
ton, M.D., chief of a medical sec- 
tion of the Los Angeles VA Hospi- 
tal, and Morton Lee Pearce, M.D., 
chief of the cardiology section. The 
team is now planning to develop 
special hot-dogs, sausages, and 
“aged” cheeses containing only 
vegetable oils for addition to the 
diet. e 


On the Fourth of July try 
light and lazy punch pie 


July is holiday time and for that 
Fourth of July menu, here is a 
special dessert that is easy to pre- 
pare. 


LIGHT AND LAZY PUNCH PIE 
(six 9-inch pies) 
6 envelopes unflavored gelatine 
4% ec. sugar 

6, 6-ounce cans frozen concentrate 
for strawberry-lemon punch, 
thawed 

6 egg whites 

6 c«. heavy cream, whipped 

6 ce. fresh, frozen or canned mixed 
fruit 

6, 9-inch baked pie shells 


1. Combine gelatine and sugar 
in saucepan with punch. Heat until 
sugar dissolves. 

2. Beat egg whites until stiff; 
slowly beat in a little hot syrup. 
Continue adding all syrup gradu- 
ally while beating. 

3. Cool slightly. 

4. Fold in 4% c. whipped cream 
and the fruit pieces. 

5. Pour into prepared pie shells. 

6. Garnish pie tops with remain- 
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from any 
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functionally 
perfect 


() Flex-Straw } 


Precision corrugation ...unlimited flexibility assures patient comfort with minimum staff attendance. Single 
Sanitary Service. Use in hot liquids; hygienically treated with 190° micro-crystalline wax. There’s a money 


saving angle too! New Lower Prices permit use in all wards. We'll be delighted to send a generous sample 


package. 


CONTACT YOUR DISTRIBUTOR FOR NEW LOWER PRICES 
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FLEX-STRAW 


Fiex-Straw Co., Int'l., Box 431, Santa Monica, Calif, 
Canada: Ingram & Bell, Ltd., Toronto, Montreal, 
Winnipeg, Calgary, Vancouver 
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ing whipped cream and chill until 
set. 
7. Cut 8 portions per pie. . 
(Source: Consumer Service Divi- 
sion, Sunkist Growers, Los An- 
geles.) 


Moline hospital lists 
patients’ menu favorites 


Swedish meat balls and lemon 
cake pudding are menu favorites 
with patients at Lutheran Hospital, 
Moline, Ill., reports Constance Hil- 
ton, chief dietitian at the hospital. 
Miss Hilton has included these 
menu items on her set of fall cycle 
menus for the Midwest beginning 


on page 84. 


The recipes for these items are 


~ as follows. 


SWEDISH MEAT BALLS 
(100 servings) 
12% lbs. ground meat (9 lbs. beef 
and 3% lbs. pork) 
8 c. bread crumbs 
4 qts. plus 2% c. milk 
12 eggs, slightly beaten 
2% chopped onions 
% ec. butter 
6 tbsp. salt 
3 tsp. pepper 


1. Grind meat twice. 

2. To the meat, add bread 
crumbs, milk, slightly beaten eggs, 
chopped onions, melted butter, salt 
and pepper. 

3. Form into small meat balls, 
brown in hot fat and steam until 
done. 

4. Serve 3 to 4 meat balls per 
serving. 


LEMON CAKE PUDDING 
(48 servings) 
7% ec. sugar 
5, ec. butter 
1% ec. flour 


20 eggs, separated 
10 lemons, juice and rind 


2% qts. milk 


1. Beat egg whites until stiff. 

2. Mix sugar, butter, flour and 
egg yolks. Add lemon juice, rind 
and milk. 

3. Fold in stiffly beaten egg 
whites. 

4. Pour into two 9 x 14 inch 
pans and bake each pan in hot 
water for approximately one hour 
or until firm. 

5. Cool. Cut 24 portions per pan. 

6. Serve each portion with cake 
part down and custard on top. 8% 


Fall Cycle Menu 
for the Midwest 


HE 21-pay selective fall cycle 

menu and market orders for 
perishables are designed for hospi- 
tals in the Midwest. These menus, 
which may be used during Sep- 
tember, October and November, 
feature foods popular in the Mid- 
west. 

The menus in this issue are the 
first in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for the 
South-Southwest will be included 
in the July 16 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The fall menus 
for hospitals in the East and 
North-Northwest will be published 
in the August 1 and 16 issues, re- 
spectively. 

In planning the menus, careful 
consideration has been given to 


keeping the menu and food pro- 


duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets.- 


The summer cycle menus, published 
in the April and May issues ef this 
Journal, may be used during July and 
August. The Midwest and South-South- 
west cycle menus were included in the 
April 1 and 16 issues, respectively. 
The May 1 and 16 issues featured cycle 
menus for the East and North-North- 
west, respectively. 


In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sedium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 


fat restrictive diets. When fruits 


are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 


The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soups 
and canned vegetables. 

The standard is available upon 
request from the American Hos- 
pital Association, 840 North Lake 
Shore Drive, Chicago 11, Ill. 
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BLOOMFIELD 


STAINLESS STEEL PANS 


.»-- more precisely made, 
to serve you better 


Win Free Merchandise 
Ask your dealer about the Bloomfield Red Star 
Program. If you are on his mailing list, you have 
a chance to win! 


BLOOMFIELD INDUSTRIES, ING. - 4546 W. 47th St., Chicago 32, Ill. * wow yak "ins angeles 
“where skilled American craftsmen surpass highest American quality standards" 
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The outstanding fact about all Bloomfield Pans, Insets and 
Baine Maries is their amazingly smooth surface. Deep drawn 
of heavy-gauge, 18-8 stainless steel, they are free of all marks, 
wrinkles and unevenness. 

All steam table pans are made in 214", 4”, 6” depths and in 
sixth, quarter, third, half and full sizes. All nest perfectly. 
Smooth-fitting, cool-grip covers. Rounded corners and gleam- 
ing finishes are a cinch to keep clean. Best of all, Bloomfield 
transparent packaging keeps them “‘Factory-New” until they 
reach you. Each pan is completely sealed in clear polyethylene 
to keep out dust, dirt and grime. 

Ask your dealer to show you the complete Bloomfield line 
of pans and other stainless steel equipment, or write for the 
big Bloomfield catalog. 
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i, Ist WEEK MIDWEST FALL SELECTIVE CYCLE MENU —prepared by Constance Hilton, chief dietitian, - 
3 (MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) Lutheran Hospital, Moline, Ill. . 
breakfast noon night 
- Peach Nectar (S) Chilled Fruit Punch Vegetable Soup ° 
? or Sliced Orange (F) Beef Pie with Biscuit Top (F) or Braised Liver with Bacon (S) Roast Leg of Veal—Brown Gravy (FS) or Breaded Pork Cutlet ; 
Oatmeal Baked Potato (S) Whipped Potatoes (FS) 
- or Ready-to-Eat Rice Frozen Green Lima Beans or Buttered Tiny Whole Carrots (FS) Corn O’Brien or Buttered Asparagus Spears (FS : 
ea Cereal Stuffed Celery and Olives or Jellied Apricot Salad Lettuce Wedge with French Dressing or Stuffed Pear Salad : 
a Scrambled Eggs Spice Cake or Lime Sherbet (FS) Fresh Grapes or Chocolate Pudding with Whipped Cream (FS) 
ite Toast 
or Sweet Roll 
Stewed Prunes (F) Consomme—Saltines Cream of Mushroom Soup 
- er Blended Citrus Creamed Chicken on Toast Points (FS) Grilled Ham Slice Pineapple Ring (F) or Broiled Hamburger Steak (S) ; 
2 Juice (S) or Salmon Salad with Lemon and Pickle Slices Escalloped Potatoes ( ¢S) 
_ Farina Cloverleaf Roll Frenched Green Beans (S) or Baked Acorn Squash (F) 
7 or Ready-to-Eat Buttered Peas (FS) or Am 90 Spears Grapefruit Section Salad or Spiced Beet : 
= rf Malt hoy wee Cereal Tomato and Cucumber Salad—1000 Isle Dressing Lemon Snow (FS) or Resturines in Syrup : 
i = | Soft Cooked or Sliced Peach and Cherry Salad—Mayonnaise ; 
in White Toast Butterscotch Brownie (F) or Fruit Cup (S 
or Sweet Roll 
Apricot Nectar (FS) Cream of Pea Soup Chilled Biended Juice : 
or Pineapple Juice Sweet Potato and Sessens Casserole (F) or Braised Tenderloin Tips (S) Swedish Meat Balls (F) or Broiled Lamb Chop—Mint Jelly (S) +s 
Malt Meal Cereal Whipped Potatoes (S) Baked Potato with Parsley Butter (FS) : 
- or Corn Flakes Chopped Spinach with Hard Cooked Egg Slices (S) Stewed Tomatoes (FS) or Broccoli with Cheese Sauce : 
2 Soft Cooked or Buttered Mixed Vegetables (F) Sliced “yo and Stuffed Prune Salad (F) or Banana Salad 
. or French Toast with Spiced Fruit Salad or Rainbow Gelatin with Cooked Dressing Chocolate Chip ice Cream (FS) or Royal Ann Cherries in Syrup : 
ot + Hot Syrup Baked Apple (S) or Coconut Pudding (F) : 
White Toast 
or Dark Toast with 
Cherry Preserves 
aa Grape Juice (S) Clear Broth—Crackers Cream of Tomato Soup 
se or Half Grapefruit (F) | Italian Spaghetti with Meat Sauce—Parmesan Cheese (F) Pot Roast of Beef (FS) or Baked Thuringer Links 
_ Farina or Braised Veal Steak (S) Oven-Browned Potatoes (FS) 
7 or Bran Flake Cereal | French Bread (F) or Au Gratin Potatoes Glazed Carrots (FS) or Buttered Cauliflower 
“e Bacon Strips Buttered Wax Beans (FS) or Harvard Beets — and Cotta age Cheese Salad or Asparagus and Pimento Salad 
7 = | White Toast Tossed Greens—Oil and Vinegar Dressing or Waldorf Salad (F) Angel Food Cake (FS) or Sliced Oranges : 
_ £ or Sweet Assorted Fresh Fruits (Pears and Grapes ‘ 
< or Frosted Sugar Cookies (FS) 
oi Banana with Cream (FS) | Vegetable Juice Cocktail Cream of Celery Soup ; 
= or Tomato Juice Macaroni and Cheese (S) or Barbecue Spareribs (F) City Chicken Legs with Parsley Garnish 
F Whole-wheat Cereal French Fried Potatoes (F) or Baked Lake Trout with Lemon Butter (FS) 
a or Sugar Coated Buttered Spinach with Lemons (FS) or Kidney Beans Creamed Potatoes (FS) : 
i% Cereal Carrot and Raisin Salad or Molded Fruit with Mayonnaise Escalloped Corn (F) or Buttered Peas and Carrots (S) : 
Se aE | Poached Egg Prune Whip (FS) or Bartlett Pear Half in Syrup Cranberry Salad or Chopped Lettuce with Russian Dressing 
_ White Toast Peach Betty (F) or Baked Custard (S) 
or Dark Toast 
aa Orange Juice (FS) Cream of Potato Soup Chicken-Noodle Soup 
ae or Loganberry Nectar | Minute Steak with - Gravy & Corned Beef with Mustard and Dill Pickle (F) /wa 
| 2 Farina or Creamed Dried Beef on Toast or Meat Loaf with Gravy (S) ' z 
or Ready-to-Eat Acorn Squash (F) or ns (S) Mashed Potatoes 
7 Oats Cereal Colesiaw or Fruit Cream Dressing Buttered Cabbage (F) or Asparagus Tips ©). ‘ 
a Fried cap Saves Tapioca Pudding (FS) or r Sliced Oranges Pear and Grated Cheese Salad or Relishes (olives and celery curls) 
ee Danish Roll Pineapple Cubes in Syrup or Floating Island (FS) 
a or Dark Toast with = 
Be: Jelly or Marmalade < 
-_ r i prico ar ream of Asparagus 
; Fresh Peach ( Chilled Apricot Nectar (FS) C fA od Sou 
— or Guates vice (S) | Baked Chicken Breast (FS) with Srensing and Gravy (F) Fruit Plate with ge Cheese (F) 
mr mr Ready to-Eat Baked Potato or Whipped Potatoes (FS) Hot Muffin (FS) 
Cereal Buttered Peas (FS) or Tiny Whole Beets Creamed or Spears 
ay nds Apple, Celery and Nut Salad (F) Tomato Aspic or : = 
<) Ouich ee Cake or Head Lettuce Slice with Special Dressing Chocolate Layer Cake Siar or Lime Sherbet (S) ° 
i Chocolate Ice Cream (FS) or Half Grapefruit 
a (F}—Full Diet (S}—Soft Diet — (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
ie: item, Specifications, Amounts & No. of Servings _ item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
3 BEEF FISH Potatoes, Sweet Hamper 50 Ibs. 
ed Brisket, Corned U. S. Good 20 ibs. 60 | Trout Lake, 4 oz. each 5 Ibs. 20 | Potatoes, White Bag No. 1 400 Ibs. 
© | Chipped Beef, Dried U. S. Good 1 tb. Radishes Bunch 1 doz. 
Wg | Ground Beef U. S. Good, 5 Ib. pkg. 45 Ibs. POULTRY Romaine Head % doz. 
ee S Liver Steer, sliced Sibs. 20 | Breasts, Chicken 6 oz. each 30 Ibs. Squash, Acorn 75 Ibs. 
ee Round (Bottom) U. S. Standard 20 Ibs. 60 | Fowl (Eviscerated) Grade A, 5 Ib. av. 76 Ibs. Tomatoes 10 Ibs. 
a “ | Steaks, Minute U. S. Choice, Legs, Chicken 6 oz. each 23 Ibs. Watercress Bunch Y% doz. 
a 4 oz. each 25 ibs. 100 
=e Stew U. S. Good 25 Ibs. 100 FRESH FRUITS FROZEN FRUITS 
Pee: Tenderloin Tip U. S. Good 7 Ibs. 20 | Apples Jonathan, 113s 1 box Grapefruit Sections Fresh, chilled, gallon _1 gal. 
ie Bananas Ripe 30 Ibs. Orange Jui Con., 32 
Ae ange Juice , 32 OZ. can 6 cans 
7 LAMB Grapefruit Seediess, 70s 1 box Peaches Sliced, 8 Ib. can, 
Grapes Seediess, 28 Ib. box box 5-1 sugar 16 Ibs. 
Cc Loin U. S. Choice, 
6 oz. each 8 Ibs. 20 
= = x 
a ‘i Basket, 20s 2 baskets FROZEN VEGETABLES 
o POR Pears Box, 120s Y% box Asparagus Spears, 2% ib. pkg. 17% Ibs. 105 
Bacon, Canadian 5 Ibs. Beans, Green Cuts, 2% Ib. pkg. 2% ibs. 15 
a Bacon (Sliced) 24-26-1 Ib. 12 Ibs. FRESH VEGETABLES Beans, Green Julienne, 2% ib. pkg. 2% Ibs. 15 
Ps Loin Grede A, Bag 50 Ibe. Beans, Lima Small, green, 
am an y-to-ea 15 
a Spareribs Grade A, 3-1 Ib. 50 Ibs. 100 Rg % doz. li Stems and buds 
Steaks (Boneless) Grade A, 40z. each Sibs. 20) per 2% Ib. pkg. 2% Ibs. 15): 
i Thuringer Links 4-1 Ib 5 ibs. 20 Endi Curl y Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 : 
ive rly % doz. Peas 2% Ib. pkg. 30 ibs. 180 
7 = Lettuce Head, 48s 1 crate Peas and Carrots 2% Ib. pkg 2% Ibs. 15] | 
a z VEAL Onions, Dry Yellow, bag 50 Ibs. Spinach ped, 
aan {Leg (B.R.T.) U. S. Good 20 ibs. 60 | Onions, Green Bunch 1 doz. 2% Ib. pkg. 17% Ibs. 105 
Steaks, Club U.S. Good, 50z.each 7 Ibs. 20 Parsley Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 15 Ibs. 90 
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Help yourself to color r 
KYS-ITE® Trays will lighten 
and brighten any meal 


Fill out this coupon for complete information 
- KEYES FIBRE COMPANY, Dept. H 
* Waterville, Maine 


They’re guaranteed never to warp! Gay decorator de- 
signs cover both sides of KYS-ITE trays... not just 


the top. And the smooth, pressure-sealed edges mean * Please send me complete information on 
KYS-ITE trays can’t warp, even after repeated boiling. AI 

These light, quiet trays come in a complete selection pe POEMS 

of sizes, shapes, colors and designs, with or without > Street_ ‘ 


cork surfaces. * City 
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CHINET 


molded paper plates 
lighten nurses’ load, 
save time and expense 


When your food service operation uti- 
lizes CHINET plates you end the problem 
and expense of obtaining, training and su- 
pervising dishwashing help. You also elimi- 
nate sanitation problems, the initial and 
replacement costs of expensive tableware 
and the need for elaborate dishwashing 
equipment. These savings far exceed the 
modest cost of using CHINET plates. Ideal 
for isolation wards. 

Paper plates are silent—don’t rattle, 
are lighter-—easier to carry, and because 
they’re sterilized “hospital-clean” people 
enjoy eating off them. Together with 
KYS-ITE® serving trays they brighten and 
lighten your food service operation. 
KYS-ITE trays are guaranteed against 
warpage ...come in glamorous decorator 
designs and striking solid colors. 


Only CHINET® Plates Give You 
All These Exclusive Advantages 


@ Brilliant new stark white or regular 
plate white 


@ Extra strength, each plate is 
molded individually 
Sterilized ‘‘hospital-clean”’ 
@ Waterproof, grease resistant 
@ Complete selection of sizes and shapes 


CHINET® Plates and KYS-ITE® Trays 
can cut food service costs. 


MAIL THIS COUPON FOR COMPLETE DETAILS 


Keyes Fibre Company, Dept. H-7, 
Waterville, Maine 
Please send me complete details on 


Keyes CHINET® Plates and KYS-ITE® 
Serving Trays. 

Name 
Employer 
Street 
City State 


HOSPITALS, J.A.H.A. 


86 


} 
2 
% 4 
¥ 4 
LES 
* 
x 
\ 
WS 
’ 
SES 
KYS-ITES Serving Trays 


2nd WEEK MIDWEST FALL SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Constance Hilton, chief dietitian, 
Lutheran Hospital, Moline, Ill. 


breakfast noon night 
Orange Juice (FS) Cream of Chicken Soup Gingerale-Sherbet Punch 
or Apple Juice American Noodle p a (S) or Veal Birds with Mushroom Gravy (F) Roast Leg of Lamb with Minted Pear (S) 
arina Whipped Potatoes ( or Braised Short Ribs with Vegetables (F) 
or High Protein Creamed Asparagus (FS ort ees Wax Beans Buttered Rice (FS) 
Cereal Melon Bails in Lettuce Cup with Fruit Dressing or Apricot Salad Steamed Spinach (FS) with Lemon or Vinegar ) or Rosebud Beets 
Sausage Patties (F) Fruited Gelatin with Whipped Siam (S) or Date-Nut Pudding (F) Frozen Fruit Salad or Carrot Curls and Sweet Dill Sticks on Lettuce 
W..ite Toast Blueberry Cobbler (F) or Vanilla ice Cream (S) 
or Sweet Roll 
Vegetable Cocktail ) Chilled Peach Nectar (FS a Bouillon—Saltines 
or Pear Nectar (S) Chicken Pot Pie (FS) or Broiled Beef Patties on Bun Baked Ham with Raisin Sauce (F) or Hot Beef Sandwich (S) 
Malt Meal Cereal Baked Lima Beans (F) or ony = Ns Coins (S) Baked Sweet Potatoes (FS) 
or Ready-to-Eat Peach and Jelly Salad (S) or Coleslaw Souffle (F) Buttered Waffle-Cut Carrots (S) or Tiny Peas and Onions (F) 
Wheat Flake Orange Ambrosia (F) or Peeled Italian Plums in Syrup (S) Cinnamon Apple Mold or Pineapple ~~ t Salad 
Cereal Gingerbread with Cream Topping (F) or Vanilla Pudding (S) 
Soft-Cooked Egg 
Bismark 
or Toast with Jelly 
Stewed Prunes Clear Tomato Soup Chilled Orange Juice 
inea Beef Chop Sue wt Crisp Noodles (F) Swiss Steak with Tomato Sauce (F) or Escalloped Chicken (S) 
Juice (FS) or Fillet of Perch (S) with Tartar Parsiey Buttered Potatoes (F) 
arina Twice- Baked Potato (S) Buttered Brussels Sprouts or Mashed Squash (FS) 
or Cornflakes Buttered Corn (F) or Buttered Green Beans (S) Mandarin Orange, Pineapple and Marshmallow Salad with Sour Cream 
Scrambled Eggs— Cottage Cheese Salad or Spiced Keiffer Pears Dressing or Tossed Salad with Choice of Dressing 
n Grenae Sherbet (S) or Raisin: Filled Cookies (F) Mixed Fruit Upside-down Cake (F) or Soft Custard (S) 
= White Toast 
or Sweet Roll 
Juice (FS) Beef-Noodle Soup Julienne Vegetable 
or Loganberry Nectar | Ham Loaf with Mustard Sauce (F) or Minute Steak (S) Roast Sirloin of Beef—Natural Gravy (S 
eal Baked Potatoes (S) or Braised Liver with Creole Sauce ( 
or Ready-to-Eat Carrot Gems (FS) or Mixed Vegetables with Butter Snowflake Potatoes (FS) 
Cereal Sunshine Salad—Whipped Cream er Autumn Fruit Bowl—French Dressing Creamed Spinach (S) or Escalloped Eggplant (F) 
Poached Egg Baked Apple or Chocolate Pudding (FS) Hearts of Lettuce with 1000 Isle Dressing or Banana-Nut Salad (F) 
White Toast Glorified Rice (F) er Elberta Peach Halves in Syrup (S) 
or Dark Toast 
Peach Nectar Cream of Celery Sou Srey Pineapple Juice 
or Orange Juice (FS) Cold Sliced Beef— pest Horseradish Sauce ied Catfish with Lemon Wedges and Tartar Sauce (F) 
Farina or Cheese Fondue ( _ Broiled Lamb Patties (S) 
or Shredded Wheat French Fried pe or Potato Puff (FS) Baked Potatoes S) or Potatoes O’Brien (F) 
Cereal Stuffed nl er Sliced Tomato Salad Buttered Beets (F 2 oe ee 3 naam 
° Soft Cooked Egg Lemon-Fi ‘Seenee Cake (FS) er Tapioca Cream Sungiow Salad or Relishes on L 
or Pancakes with Butterscotch Sundae (FS) or Fresh Gr Grapes 
Maple Syrup 
— or Dark Toast 
Jelly 
Tomato Juice Cream of Mushroom Soup Consomme wi 
or Apple Juice (FS) Baked Beef Hash with Coteus (F) or Veal Steak (S) Pork et tee Posty He or Creamed Tuna in Noodle Ring (S) 
Whele-wheat Cerea/ Escalloped Potatoes (S Whipped Potatoes ( 
or Ready-to-Eat Buttered Parsnips (FS) Parsley Buttered Cauliflower or 
Rice Cereal Pear in Lime Gelatin Salad or hag we hy rey Citrus Sections on Endive or Mix Dressing 
Chocolate Fudge Dessert (F) in Lady Baltimore Cake (FS) or Fruit 
e Toas 
or S 
Orange Juice (F) Cranberry Juice Cocktail Minestrone ee 
or Blended Juice (S) Pan Fried Chicken—Cream us Cold Plate—Sli eats and Cheese with Relishes (F) 
Farina or Roast Rib of Beef crs Jus (S) or Hamburger on Bun (S) 
= or Bran Flake Cereal Fluffy Mashed Potatoes Lyonnaise Green Beans (F) or Buttered Beets (S) 
Scrambled Eggs with ey nach with Chopped by 2s) or Oven-Browned Carrots (F) -Cheese-Pickle Relish Salad or Hot PotatoSalad (F) 
Bacon Salad Mayonnaise or Cheese- Stuffed Sticks Vanilla Pudding (FS) or Canned Pear Halves in Syrup (S) 
Warm Cinnamon Roll ice Cream or Sunshine Cake (FS) 
or Choice of Toast 
with Strawberry 
Preserves 
(F)}—Full Diet (S)—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meol. 
_— | !tem, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
3 Fowl (Eviscerated) Grade Ib 95 Ibs. 
Chuck (Boneless) U. S. Good 25 Ibs. 100 viscer ’ » av. Romaine Head Y% doz. 
a Ground Beef U. S. Good, 5 Ib. pkg. 10 Ibs. Fryers (Eviscerated) Grade A, 2% Ib. av. 62 Ibs. Tomatoes Repacked (5x6) % tug (15 Ibs.) 
“= | Short Ribs U. S. Choice 30 Ibs. 60 | Assorted FROZEN FRUITS 
Steaks, Minute U. S. Choice, FRESH FRUITS Blueberries 8 Ib. can, 5-1 sugar 16 Ibs. 
les. 20 | Jonathan, 113s box Fresh, chilled, gallon 1 gal 
, 4072. 15 ibs. 60 ns resn, : 
Sates Bananas Ripe 20 ibs. Melon Balls 8 Ib. can 8 ibs. 
Seediess, 70s Orange Juice Con., 32 oz. can 6 cans 
s Leg (B.R.T.) U. S. Choice, yearling 7 Ibs. Oranges 176s 1 box FROZEN VEGETABLES 
Asparagus Cuts, 2% Ib. pkg. 15 ibs. 90 
PORK PRESH VEGETABLES Asparagus Spears, 2% ib. pkg. 10lbs. 60 
Bacon (Sliced) 24-26-1 Ib 6 Ibs. Carrots Topped, bag 50 Ibs. Beans, Green Cuts, 2% Ib. pkg. 12% Ibs. 75 
Ham (Pullman) Ready -to-eat 45 Ibs. Celery Pascal, 30s 1 doz. Beans, Lima Small, green, 
S | Sausage (Bulk) Lean 10 Ibs. Celery White 1 doz. 2% Ib. pkg. 15 ibs. 90 
Steaks (Boneless) Grade A,4oz.each 15 tbs. 60 | Eggplant 5 only Beans, Wax Cuts, 2% Ib. pkg. 2% ibs. 15 
Endive Curly 1 doz. Broccoli Stems and buds 
VEAL Lettuce Head, 48s l crate 2% Ib. pkg. 2% ibs. 15 
42 Ibs. Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts 2% Ib. pkg. 2% ibs. 15 
Leg (B.R.T.) U. S. Good Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. % ibs. 15 
Parsley Bunch 1 doz. Peas 2% Ib. pkg. 5 ibs. 90 
z FISH Parsnips 5 Ibs. Spinach ee 2% Ib. pkg. s ibs. 90 
ea Catfish 4 oz. each 15 ibs. 60 | Potatoes, Sweet Hamper 50 Ibs. Squash, Winter Ib. pkg. 15 ibs. 60 
Perch (Ocean) Fillets, 4 oz. each 5 ibs. 20 | Potatoes, White Bag No. | 400 Ibs. Vegetables, Mixed ™ tb. pkg. 2% ibs. 15 
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3rd WEEK MIDWEST FALL SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Constance Hilton, chief dietitian, 
Lutheran Hospital, Moline, Ill. 


or Corn Flakes 
Poached 


— Salad Bowl with Dill Dressin 


breakfast noon night 
Fresh Orange (F) Blended Juice Cream of ey Soup 
or Grape Juice (S) Baked Frankfurters with Sauerkraut Roast Loin of Pork with Session and Applesauce (F) 
= Malt Mea! Cereal or Beef — with Tomato Sauce (FS) or Salmon Souffle with Creamed Peas (S) 
or Frosted Flake Corn Brea Baked Potatoes with Butter (FS 
Cereal Buttered Celery (F) or Buttered Asparagus Spears (S) Acorn Squash or Wax Beans (FS) 
Baked Eggs Under-the-sea Salad or Pickle Slices and Olives on German Cucumbers or Orange -Pineapple Salad 
Dark Toast Cherry Pie (F) or Gelatin Cubes (S) Lime Sherbet (S) or Tutti F rit ng (F) 
or Sweet Roll 
Grapefruit Juice Tomato-Rice Soup Chilled Fruit Cup 
or Baked Apple (FS) | Broiled Liver (FS) and Onion Slices (F) or Chicken with Noodles Beef Biscuit Roll with Mushroom Gravy (F) 
Farina Au Gratin Potatoes (FS) or Roast Beef Rounds (S) with Catsup 
or High Protein Buttered Spinach (FS) or Lima Beans Mashed Potatoes (FS) 
Cereal Spiced Apricots or Lettuce with Roquefort — Beets in Harvard Sauce (FS) or Buttered Cauliflower 
Bacon Curls Fruit Whip (S) or Date Bar (F) Jellied Waldorf Salad (F) or Pear and Cream Cheese Salad 
Sweet Roll Peach Melba (FS) or Apricots in Syrup 
Tomato Juice Split Pea Soup Pineapple Juice 
or Apricot Rolled Roast of Veal—Brown Gravy (FS) Chicken Fried Steak (FS) 
Nectar (FS) or Ham Salad Sandwich—Potato Chips and Pickle or Green Pepper Halves Stuffed with Tomatoes, Rice and Ground Beef 
Whole-wheat Cereal Whipped Potatoes (FS) Potato Pancakes (F) or Cloverleaf Roll () 
3 Escalloped Green Beans with Almonds (F) or Parsley Carrots (S) Spinach (FS) or Vegetable Mediey 
= 


Calico Slaw or Sliced Orange Salad (F) 


Chocolate Marshmallow Cake (F) er Baked Apple (S) 


White Toast and Cherry Salad—Mayonnaise 
or Sweet Roll Jelly Roll (FS) or Royal Anne Cherries in Syrup 
Orange and Grapefruit Alphabet Soup 
. Boked Stun Stuffed Pork Chop—Red Spiced Pear (F) 


Juice or Prune Juice 


German Casserole (FS) or Barbecued Beef on Bun 
Buttered Peas (FS) or Beets with Vinegar 


eal 
or Ready-to-Eat Sparkling Fruit Mold or Relishes Sweet otatoes (FS 
Rice Cereal Boysenberries with Wafer (F) or Pumpkin Custard (S) Stewed Tomatoes (F) or Peas (S) 
Soft Cooked Eee Asparagus Salad with Pimento— Mayonnaise 
= Pecan Coffee Cake (F) or Peach Half with Fresh Blueberries 
or Hace = Vanilla ice Cream (S) or Mince Pie (F) 
rape Jeily 


Banana with Cream 


Clam Chowder with Crackers (F) 


Tomato Madrilene 


sunday | saturday 


or Apricot 


or Orange Juice (FS) | Oven-Broiled Sirloin Butt Steak Broiled Salmon Steak (FS) or Beef Stew with Vegetables 
rina or Canned Fruit ey Sandwiches (FS) Steamed Whole Potatoes (FS) 
or Ready-to-Eat Escalloped Corn or Chopped — (FS) Creamed Tiny Onions or Buttered Asparagus Tips CFS) 
Wheat Flake Square—Creamed Mayonnaise Jellied Applesauce on Endive or Sour Gr 
. £ Cereal lery Curls and Stuffed Olives Apricot Betty (FS) or Pineapple Sher 
Scrambled Eggs Lemon Cake Pudding (FS) or Fresh Plums 
Sweet Roll 
Pineapple Juice Cream of Spinach Soup Chilled Grapefruit Juice 
or Peach Nectar (FS) | Baked Corned Beef Hash with Catsup (F) or Broiled Lamb Steak (S) Baked Beef Patties with Relish (FS) 
Malt Meal Cereal Baked Potato (S) or Chicken Chow Mein—Chinese Noodles 
or Ready-to-Eat Broiled Eggplant (F) or Green Beans (S) Browned Rice (FS) 
Oats Cereal Sliced Tomatoes or Fruited e Cheese in Lettuce Cup Buttered Peas and Carrots (FS) er Rippled Sliced Beets 
Sausage Patties (F) Whipped Gelatin (S) or Ginger Cupcake with Powdered - (F) Grape Salad Supreme or Lettuce Chunks with 1000 Isle Dressi 
White Toast Bread Pudding with Custard Sauce (F) er Nectarines in Syrup 6) 
or Dark Toast 
Half F — Gra lended Citrus Juice and Apricot Nectar Vegetable Soup 


B 
Roast Turkey (FS) with Dressing—Giblet Gravy (F) 


Cheese Rarebit Bacon Strips Spaghetti 


or Ready-to-Eat as weet Potatoes reens wi r Cream or Devi 
Malt Flake Cereal Whole Green Beans (FS) or Creamed Celery Fall Fresh Fruit (Pears) or Pink lod Exp 0 Cake ( (FS) 
Soft Cooked Egg 24-Hour Salad hy Carrot and Peanut Salad &§ 
Bran Muffin Maple-Nut Mold (F) or Cranberry Sherbet (S 
or Toast with Jelly 
(F)}—Full Diet (S}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings 


item, Specifications, Amounts & No. of Servings 


3rd week market order for perishables (per 50 beds) 


BEEF POULTRY 
Brisket, Corned U. S. Good 25 ibs. 100 | Fowl (Eviscerated) Grade A, 5 Ib. av. 
Frankfurters All beef, 8-1 Ib. 10 ibs. 80 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 
Ground Beef U. S. Good, 5 Ib. pkg. 55 Ibs. 
Liver Steer, sliced 25 ibs. 100 FRESH FRUITS 
Roast, Sirloin (B.R.T.) U. S. Choice 17 Ibs. Applies Jonathan, 113s 
Round (Bottom) U. S. Standard 20 Ibs. 80 | Bananas Ripe 
ks, Row U. S. Choice, ’ 
Steak, Sirloin Butt ae ee 13 Ibs. 40 | Grapes Emperor, 28 Ib. box 
Stew U. S. Good 5 ibs. 20 | Lemons 
Oranges 176s 
LAMB Pears 
Steaks, Shoulder U.S. Good, 50z. each 7 Ibs. 20 | Plums, Red Basket (4 x 5) 
PORK FRESH VEGETABLES 
Bacon (Sliced) 24-26-1 Ib. 10 Ibs. Cabbage Bag 
Chops, Loin Grade A,40z.each 15 60 | Carrots 
Ham (Pullman) Ready-to-eat 20 Ibs. Celery Pascal, 30s 
Loin (Boneless) Grade A, 10-12 Ibs. 20 ibs. 60 | Celery White 
Sausage (Bulk) Lean 10 Ibs. Cucumbers 
Eggplant 
VEAL Endive Curly 
Leg (B.R.T.) U. S. Good 27 ibs. 80 | Lettuce Head, 48s 
Onions, Dry Yellow, bag 
FISH Onions, Green Bunch 
Salmon Red, steaks, 50z.each 19 ibs. 60 | Onions, White Boilers 


Item, Specifications, Amounts & No. of Servings 
Parsley Bunch 1 doz. 
38 Ibs. Potatoes, Sweet Hamper 50 Ibs. 
60 Ibs. Potatoes, White Bag No. 1 300 Ibs. 
Radishes Bunch 2 doz. 
Romaine Head 1 doz. 
1 box Squash, Acorn 7 Ibs. 
20 Ibs. Tomatoes 10 Ibs. 
2 ats. Watercress Bunch 1 doz. 
1 box FROZEN FRUITS 
% box Apricots Halves, 8 Ib. can, 
1 doz. 5-1 sugar 16 Ibs. 
1 box Boysenberries 8 Ib. can, 5-l sugar 24 Ibs. 
7 Ibs. Cherries 5-1 sugar, pitted, 
2 baskets 8 ib. can 24 Ibs. 
Orange Juice Con., 32 oz. can 6 cans 
FROZEN VEGETABLES 
50 Ibs. Asparagus Spears, 2% tb. pkg. 12% Ibs. 75 
20 Ibs. Beans, Green Cuts, 2% Ib. pkg. 30 Ibs. 180 
% doz. Beans, Lima Small, green, 
1 doz. 2% Ib. pkg. 2% dbs. 15 
Y% doz. Beans, Wax Cuts, 24% Ib. pkg. 10 Ibs. 60 
8 only Cauliflower Buds, 24% ib. pkg. 2% Ibs. 15 
1 doz. Peas 2% Ib. pkg. 17% Ibs. 105 
1 crate Peas and Carrots 2% Ib. pkg. 10 ibs. | 60 
50 Ibs. Spinach Chopped, 2% Ib. pkg. 40 Ibs. 240 
1 doz. Squash, Winter 3 Ib. pkg. 15 ibs. 60 
3 Ibs. Vegetables, Mixed 2% ib. pkg. S ibs. 30 
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the most 
versatile conveyor 
ever built! 


New Variable Capacity FOODVEYO 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”’. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 


e Mechanical forced air refrigeration system cools 
instantly to 40°. % hp compressor cools faster than 


See us at the American Hospital 
Association Convention in San 
Francisco, August 29-September l, 
Booth 1307. 


Look for this symbol! of quality qi 
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your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 

e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 

e Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 

Only Blickman makes the revolutionary new Food- 

veyor. For full information see your Blickman dealer 

or write S. Blickman, Inc., 3807 Gregory Avenue, 

Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 
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Give PANHEPRIN* initially 


(Heparin Sodium, Abbott) 
for immediate control of coagulation 


Combined treatment with heparin and a coumarin- 
like drug has been called “the closest approach to 
ideal anticoagulant therapy.”' Parenteral and oral 
routes are used simultaneously. Here’s how it works: 

Start thrombosis and embolism patients on 
PANHEPRIN, given subcutaneously or intrave- 
nously. In this way you'll be using the agent of 
choice for rapid reduction of coagulability. It gives 
your patients immediate protection. 

At the same time, start PANWARFIN orally. This 


 coumarin-type agent will begin providing thera- 


peutic prothrombin levels within 18 to 36 hours. 
Both drugs may be continued for about ten days. 

The build-up period enables PANWARFIN to exert 

therapeutic action on both the prothrombin time 


Why it pays to use two 
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Give PANWARFIN * follow-up 


(Warfarin Sodium, Abbott) 
for predictable, low-cost oral maintenance 


and the clotting time. 

Thereafter, only oral PAN WARFIN need be given. 
You'll find that maintenance is relatively easy, be- 
cause PANWARFIN is predictable in effect. There’s 
little daily variation in prothrombin times, and little 
juggling of dosage becomes necessary. 

This combined therapy lets you provide maxi- 
mum protection at the outset. Then it lets you shift 
to oral maintenance, to obtain added patient comfort 
and lower cost. 

Abbott is the only company to offer you both 
heparin and warfarin products. Our literature gives 
full details on their combined and individual use. 
Ask your Abbott man for literature and information, 
or write us at North Chicago, Illinois. 


1. Drugs of Choice 1960-1961 (Modell, W., Ed.); C. V. Mosby Co., St. Louis, 1960; p. 652. 


anticoagulants at once 


At the physician's discretion, both 
products are often used singly. 
PANHEPRIN is suitable for both 
anticoagulant and lipemia clearing 
purposes, and is supplied ina 
handy disposabie syringe (as well 
as vials and ampoules in concentra- 
tions from 1000 to 40,000 USP 
units/ml.) that makes even seif- 
administration by the patient easy. 
And PANWARFIN, supplied in 5-, 
10- and 25-mg. grooved tabiets, 
may be prescribed alone for cases 
without urgency (e.g., chronic 
thrombophiebitis). 
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(Continued from page 60) 


pervising other departments, such 
as oxygen therapy or central ster- 
ile supply, or the pharmacist may 
actively participate in hospital 
public relations work and serve as 
a speaker to promote hospital good 
will in the community. The phar- 
macist may also find himself in a 
position to assume some adminis- 
trative responsibility and to func- 
tion as an aid to the hospital 
administrator. This administrative 
aid may take the form of serving 
as the administrator’s representa- 
tive to such committees as. stand- 
ards, infection, fire and safety, 
disaster, poison control, etc. The 
pharmacist may also serve as the 
hospital purchasing agent. The ad- 
ministrator should consider posi- 
tioning the pharmacist in one or 
more of these activities because by 
doing so, he promotes additional 
interest on the part of the phar- 
macist and opens the door for him 
to enter the field of administration. 

In smaller hospitals, the admin- 
istrator functions as comptroller, 
personnel officer, purchasing agent 
and administrative head and per- 
forms a myriad of lesser but nec- 
essary chores. He must do all this 
because there is no one to whom 
he can delegate this work. By as- 
suming some of these responsi- 
bilities, the pharmacist can relieve 
the administrator of some of these 
activities, thereby enabling the 


administrator to concentrate his 


energy and interest on improving 
the over-all operation of the hos- 
pital. 


PHARMACIST-PURCHASING AGENT 


Perhaps the most important 
function, other than pharmaceuti- 
cal duties, which can be performed 
by the pharmacist in the small 
hospital is that of purchasing 
agent. Let us examine the qualifi- 
cations which permit the pharma- 
cist to assume this dual role. 

First, every pharmacy education 
program includes courses in pur- 
chasing, stock maintenance and 
merchandising. The pharmacy stu- 
dent is taught the rudiments of 
sound purchasing as part of his 
preparation for business. Also, 
most graduate programs in hospi- 
tal pharmacy include exposure to 
hospital purchasing as an integral 
and indispensable part of the cur- 
riculum. 

Second, the pharmacist is in 
close contact with the entire medi- 
cal-surgical supply field through- 
out his professional career. Most 
pharmacists have had some expe- 
rience in drug stores where they 
have bought and sold such com- 
mon hospital items as_ surgical 
dressings, syringes and needles, 
crutches and many thousands of 
other items which the hospital 
purchases. 

Third, many supplies used by 
other hospital departments are 


fhanmacy service 


PHARMACIST-PURCHASING AGENT: CUSC study 


either manufactured by drug com- 
panies or obtained through drug 
outlets. In sum, the pharmacist has 
an intimate professional knowl- 
edge of many of the most-used 
hospital supplies. 


THE PHARMACIST'’S PURCHASING 
FUNCTION 


Let us briefly review the pur- 
chasing cycle in our hospital. An 
explanation of this cycle will dem- 
onstrate fairly well the function 
of the pharmacist-purchasing 
agent. (See chart.) 

1. The hospital administrator 
oversees and controls the entire 
operation of the purchasing de- 
partment. In our institution, all 
the standard purchasing policies 
and procedures were established 
by the administrator prior to the 
time the pharmacist assumed the 
purchasing duties. 

The administrator exercises his 
control in the following manner: 
He must be consulted about, and 
give his approval to, all new items 
recommended for inclusion as 
standard stock items, the purchase 
of all nonexpendable, capital items 
and any changes in vendors. All 
approvals are given to the pur- 
chasing agent in writing through 
administrative directive. 

2. The selection of all new items 
is determined by the standards 
committee, composed of represent- 
atives of all departments. It is re- 
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sponsible for making recommen- 
dations to the administrator for 
new equipment and supplies to be 
used in the hospital. Its main 
objectives are to effect the stand- 
ardization of all equipment and 
supplies used in the hospital, re- 
sulting in a more efficient opera- 
tion for the hospital. 

3. In the next step, the pharma- 
cist-purchasing agent locates a 
source of supply and orders the 
item. When the item is received, 
it is put into the inventory by the 
receiving clerk. Items are removed 
from the inventoried stock by the 
storeroom clerk and delivered to 
the department requisitioning the 
item. Storeroom activities are re- 
ported in a perpetual inventory 
system. These records are sent to 
the accounting department at the 
end of each month. When the 
minimum quantity of an item is 
reached, the storeroom clerk noti- 
fies the pharmacist-purchasing 
agent, who then reorders the item. 
All nonexpendable equipment and 
emergency and special items are 
also ordered by the pharmacist- 
purchasing agent. When these 
items are received, they are de- 
livered directly to the department 
which requested them. The invoice 
and all the purchasing information 
is then transferred to the account- 
ing department. In this cycle, the 


pharmacist-purchasing agent plays 
the key role in handling and dis- 
tributing the items throughout the 
hospital. 


To perform his job efficiently, 
the pharmacist-purchasing agent 
must have knowledge of both pro- 
curement and distribution of sup- 
plies. Under procurement, the 
pharmacist-purchasing agent must 
know his vendors, sources for 
items, their prices, speed of de- 
livery by vendors, the service that 
the vendors will give, and the ven- 
dors’ discount rates and credit 
system. 

Regarding distribution, the 
pharmacist-purchasing agent must 
know the persons for whom he is 
purchasing. He should know which 
department hoards materials and 
which allows the stock to become 
too low. He should know who is 
responsible for waste in the hos- 
pital and who handles materials 
efficiently. He must also be in- 
formed about the budget and the 
available monies so that he is 
aware of the financial limits with- 
in which he must operate. 

It is estimated that one-third of 
our pharmacist’s time is spent 
performing his purchasing duties. 
This includes 11 hours per week 
for interviewing and ordering 


from vendor representatives. These 
representatives have been in- 
structed to call not more than 
once per month and only during 
prescribed hours. 

At our hospital, the pharmacist- 
purchasing agent also serves as 
functional supervisor of the store- 
room, which is supervised admin- 
istratively under the office of the 
comptroller. This supervisory ac- 
tivity is necessary so that the 
maximum and minimum levels of 
the inventory can be watched 
closely, thus enabling the pharma- 
cist-purchasing agent to organize 
his ordering and eliminate daily 
short orders and stock emergen- 
cies. 

Every hospital pharmacist 
should remember, however, that 
regardless of the magnitude of the 
extrapharmacy activities assumed, 
he still has his professional re- 
sponsibilities. His practice of phar- 
macy must be paramount and any 
other responsibility secondary. If 
the converse is true, then the hos- 
pital is no better off than it was 
before it had a pharmacist. A sys- 
tem of dual responsibility for the 
pharmacist, such as that described 
in this paper, shows how any hos- 
pital can fully utilize the talents 
of its pharmacist and in this way 
economically provide full-time 
professional pharmacy service. 
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equipment and sufply review 


Bulk food conveyor (13E-1) Paging system (13E-2) 
Manufacturer's description: This new Manufacturer's description: This system New product descriptions in- 
ae bulk feeder holds enough food to permits communicating instantly cluded in this section are con- 
serve up to 300 meals per load. The and confidentially with one or 
a more individuals, in any type of y manufacturers a istribu- 
“i building. The system eliminates tors. Descriptions are included 
4 wires, bells, buzzers and public here for informational pur 
address systems. It eliminates poses and such inclusion does 
breaking into walls to hang wires, 
and frequent replacement of bat- 
7 teries. Up to 500 channels are now 
a? available. The miniaturized re- 
ceiver weighs only 8 oz. Power is and servicing centers are already 
; provided by silver cadmium bat- set up in more than 20 major U. S. 
top deck, heated and thermostati- cities. United States 
complement of square and rectan- 
gular insets up to six inches deep. = O. R. kick bucket (13E-3) 
All but one of the lower storage = Manvfacturer’s description: Among the 
- compartments are electrically = features of this new kick bucket 
= heated. A replaceable rubber is the increased floor spread to 
- bumper, set in a heavy stainless prevent tipping. The entire unit, 
a steel channel that encircles the including the carriage and remov- 
43 unit, gives impact protection. Stain- able 12-quart pail, is fabricated 
ag less steel pan racks in the lower ~— am from nonmagnetic stainless steel. 
a compartments are easily remov- An electrically-conductive rubber 
i q able without tools to provide a bumper encircles the lower portion 
eS smooth interior for easy cleaning. . i of the unbreakable carriage where 
x S. Blickman, Inc., Dept. H3, 8400 teries that will last three years or 
a Gregory Ave., Weehawken, N.J. longer. Preventive maintenance 
+, » If you wish to have your name sent direct to the manufacturers of products _| 
a and distributors of literature described in this review, check the appropriate | 
i. items on this coupon, sign your name and address, clip and mail to the Edi- _—‘| 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, | 
Chicago 11, Illinois. 
= PRODUCT NEWS | 
OR. kick bucket (136-3) 36-9) | impact. All joints in both 
(13€-4) Stack chairs (13-10) | and pail are welded to eliminate 
______Food waste disposer (13E-5) Portion-controlled meats (13E-11) dirt-trapping crevices. The car- 
| riage is mounted on 4 electrically- 
| conductive rubber swivel casters. 
| Blickman, Inc., Dept. H13, 8400 
Srtich (1381-2) seating (13EL-7) | Gregory Ave., Weehawken, N.J. 
‘’.) Parking lot layout (13EL-3) Sprinklers (13EL-8) 
Portion cost guide (1381-4) Surgical nonwovens (13EL-9) | Incinerator (13E-4) 
is incinerator are: a 
dump-and-shaker lever for easy 
p NAME and TITLE removal of fly ash without con- 
stant bending and shoveling and 
Be HOSPITAL (2) a swing-away charging door 
Bs | which keeps the hot face of the 
4 ADDRESS | door away from the operator dur- 
Gs | (Please type or print in pencil) , ing charging. The unit (Model 1- 
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This luxurious-looking Simmons-furnished patient room, so 
friendly and inviting, is thoroughly practical. Easy to keep 
clean. Easy to maintain. 

Motorized Simmons hospital bed, Vivant dresser-desk and 
bedside cabinet are made of welded steel—almost indestructible. 
Their glowing, cherry-grained panels and drawer fronts are solid 
plastic, resistant to abrasion, denting and spilled liquids. Uphol- 
stery fabrics on the Vivant chairs are specially treated to repel 
dust and dirt. 

To top it off, draperies and bedspread are soil-resistant and 
fire-retardant. Walls as well as textured vinyl rug are scrubbable. 


For private rooms to wards to patient areas... for rooms that 
look beautiful—and stay beautiful—come to Simmons for furni- 
ture and ideas! 


DISPLAY ROOMS: Chicago + New York «+ Atianta - Columbus + Dallas + San Francisco + Los Angeles 


lasts with soap and water care 


See us at Booth No. 721, AHA Convention, 
San Francisco, Aug. 29-Sept. 1, 1960 


Merchandise Mart 
Chicago 54, illinois 
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ARISTOCRAT Il 


DIAGNOSTIC X-RAY TABLE 


‘“‘medical-center”’ x-ray versatility 
in the medium-price range 


Take a look at one of the most popular of all General Electric 
x-ray tables—made to do everything but “stand on its 
head” (and believe it, this very fact starts the savings). Full 
head-down table angulation simply skyrockets cost of con- 
struction, while standard 15° Trendelenburg (ample for 9 
out of 10 installations) brings impressive savings. 

Aristocrat II is ideal where you want an installation able 
to wrap up just about every job of radiography and fluoros- 
copy. An eyestopper too, for all who admire fine design in 
equipment. 

Furthermore, as in the installation pictured, it can in- 
clude optional conveniences to provide a really deluxe 
combination—fully automated spot-film device, 48-1 
overhead tube hanger and today’s most popular generating 
equipment, KX-23-II. You’ll meet them all close-up on 
succeeding pages. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


New, totally automated G-E 
Spot-Film Device! 
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BRYAN MEMORIAL HOSPITAL, DURANT, OKLAHOMA... 
another Aristocrat II installation. Progress in providing the radio- 
logist with versatile equipment, and in assuring their institution 
efficient, modern facilities, is a special point of pride for the entire 
medical staff. 
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designed 


do it easier... 


ARISTOCRAT If 


DIAGNOSTIC X-RAY TABLE 


to do more work... 
do it in small space 


100% automated spot-film facilities 


Lightning fast! And uses ordinary 8x10 and 10x12 
cassettes. Fully automatic cassette delivery, into and 
out of exposure position. Fully automatic seriai- 
exposure sequencing. You can have exclusive G-E 
phototiming, sealed against room light, dust, mois- 
ture and spilled barium. Also automatic reciprocat- 
ing and stationary grids in choice of ratios. Much 
more than there’s room to tell! 


Heavy-duty, safety-designed x-ray table 


Outperforms the others in its class. 15° Trendelenburg 
to full vertical, motor driven. Automatic stop at 
horizontal. Wipe-clean top has no visible frame to trap 
barium. Super-Speed Recipromatic Bucky—takes 
interchangeable grids, including 16:1 high-kv type. 
Table enclosed al/ around. Many other safety fea- 
tures, including automatic fluoroscopic-shutter 
limiting and automatic Bucky-slot closures. 


Room-wide-coverage overhead tube hanger 


Your whole room goes to work for you. This is our finest 
~the tube hanger with “reflexomatic touch” and 
““disappearing”’ cables! Way ahead of anything 
you've ever seen! Does cross-table technic from 
front or rear of table, at full distances. Lets you 
locate cassette changers and other auxiliaries 
where there’s ample work space ...do hospital- 
cart radiography as readily as table-top technic. 
(Alternative tube hangers and floorstands also are 
offered, subject to individual preference.) 


...and so many more options for both radiography and fluoroscopy 


Litho in U.S.A. 
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300-MA X-RAY GENERATOR 


power under precise control...ideally matched 
to your new Aristocrat LU 
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General Electric continues building them better. The way the 
profession has taken to the KX-23-II proves this is today’s top 
buy! You'll discover it’s because the KX-23-II is priced right 
for just about everybody—designed to give real high-power 
capability, up to 300 ma at 125 kvp. Radiographic exposures 
as fast as 1/120th second. 

Built for tough jobs too—like rapid-sequence radiography, \1p 
to 12 films per second. And with ¢rue-to-dial calibration, accuracy 
respected by the entire profession. Technicians can “juggle” 
technic factors to accommodate problem patients without jeop- 
ardizing film quality. 

You’ll want the KX-23-II as part of your own diagnostic 
x-ray installation. Options range to complete phototiming. 
Fully approved for operating-room applications. Get details 
from your G-E x-ray representative. Or write us for information 
—X-Ray Department, General Electric Company, Milwaukee 1, 
Wisconsin, Room L-71. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 
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CASTERS . WHEELS 


for the 


HOSPITAL 


Thousands of Darnell Casters and 
Wheels in use in the World's leading 
hospitals prove their dependability. 
Ready availability in a complete line 
of sizes and models with various 
treads (including Neoprene, Non- 
Conductive Rubber and Phenolic 
Wheels) and a variety of stems, top- 
plates and other fittings for ease 
of application to hospital equipment 
make them first choice for economy- 


CASTERS . WHEELS 
FOR DEPENDABILITY. .QUALITY ECONOMY 


DARNELL CORPORATION, Lro. 


DOWNEY (Los Angeles County) CALIF. 
37-28 SIXTY-FIRST, WOODSIDE 77, LI., N.Y. 
36 NORTH CLINTON ST., CHICAGO 6, ILL. 
1000 PEACHTREE N. E., ATLANTA, GA. 
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CT) has been tested for capacity of 
125 pounds per hour of waste con- 
taining 7 to 20 per cent moisture. It 
is only 3 ft. 8 in. wide and needs 
only 4 ft. clearance for cleaning 
and stoking. Morse Boulger, Inc., 
Dept. H13, 80 Fifth Ave., New 
York 11. 


Food waste disposer (13E-5) 
Manufacturer's description: Designed for 


centralized, institutional kitchens, 
this 5-h.p. disposer features four- 
stage cutting action and will dis- 
pose of all vegetable trimmings, 
food wastes and refuse without 
danger of jamming or damaging 
the machine. A _ dual-injection 
water distribution system prevents 
clogging of the lines and keeps the 
machine completely clean and 
odor-free. The machine is self- 
feeding, requiring only a touch of 
the hand to the neoprene curtain 
to allow accumulated trimmings to 


drop into the throat of the grinder. 
The Hobart Mfg. Co., Dept. H13, 
Troy, Ohio. 


Window washer (13E-6) 
Manufacturer's description: The window 


washer allows an operator to wash 
windows at heights up to 66 ft. 
while the operator remains on the 
ground. The model with longer 


telescopic handles enables. the 
operator to reach fourth and fifth 
floor windows. The telescopic han- 
dles, however, can be reduced and 
separated. into sections to wash 
basement, first, 
second and third ™ 
floor windows. 
Special wide 
flaring brushes 
allow the cor- 7 
ners and trim of 
windows to be 
cleaned as well — 
as the window 
panes. A deter- | 
gent dispenser 
and compressed 

detergent tablets are available for 
use with the window washer. 
Tucker Mfg. Co., Dept. H13, 112 
Fourth Ave. S.E., Cedar Rapids, 
Iowa. 


Small washer-extractor (13E-7) 
Manufacturer's description: Designed to 


meet the need of the smaller insti- 
tutional laundry, this 25-lb. stain- 


less steel, combination washer-ex- 
tractor completely washes, rinses 
and spins dry. The spin leaves a 
moisture retention equal to 80 per 
cent of the dry weight of the load. 
The automatic control is easily ad- 
justable to meet varying conditions 
of soil, such as in laundry from a 
nursery, surgery, etc. The ma- 
chine occupies only 28 in. x 36 in. 
of floor space. Bill Glover, Inc., 
Dept. H13, 5204 Truman Rd., 
Kansas City 27, Mo. 


Linen inspection table (13E-8) 
Manufacturer's description: This linen in- 


spection table is useful for ex- 
posing thin areas and flaws such as 
those resulting from towel clamps 
in operating room linens. The in- 
spection is done by passing the 
linens over the illuminated center 
section of the table. The table has 
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a 24 in. by 60 in. top with a 
splinter-proof finish. The center 
section is illuminated from beneath 
by two 40-watt fluorescent lamps. 
The flush-mounted center is made 
of transluscent, shatter-proof glass. 
Austin Supply Co., Dept. H13, 210 
S. Clinton St., Chicago 6 


Drain cleaner (13E-9) 
Manufacturer's description: This enzyme 
drain cleaner liquefies and digests 
organic solids, making for thor- 
oughly cleaned drains and grease 
traps. It will 
also reactivate 
septic systems. 
Claimed to be 
the most effi- 
cient means of 
sewage disposal, 
the product cre- 
ates bacterial 
action to reduce 
wastes to liquid. 
O-Cedar, Div. of 
American-Mari- 
etta Co., Dept. 
H4, 2246 W. 49th 
St., Chicago. 


Stack chairs (13E-10) 
Manufacturer's description: The stack 


chair consists of a molded, glass- 
fiber shell, contour fitted and 
available in five decorator colors. 
The one-inch steel tubular frame 
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FOR YOUR STAFF—FOR YOUR PATIENTS 
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Nothing 
takes the 
place of the 


amazingly versatile 


RELIANCE 
MODEL 41-AA HYDRAULIC STRETCHER 


For the hospital: saves your nurse power (and what's more 
important these busy days?). This one stretcher “does everything”’: 
receiving room, emergency room, shock therapy treatment, 
recovery room! 

For the patient: minimum movement—and maximum comfort and 
safety from admittance to recovery. 


e Top positions, maximum ease, hydraulically « One lever locks all 4-casters. 
from 29% to 40% inches. © Trendeleberg position obtainable in 
e Reduces nurse fatigue. 7 seconds without cranks or ratchets! 
e Non-binding, self-storing, rigid safety sides. « Fully conductive upholstery and casters. 


MODEL 25-AA ALL-PURPOSE STRETCHER 


Fewer patient movements! 
Time—and nurse-saving! 


Patient moves from emergency to operating room, to bed with 
minimum handling! Priceless nurse-hours are saved while patient 
enjoys the ease of modern ‘“‘reliance’ equipment. 

(For use in Emergency Rooms, X-ray therapy treatment, minor surgery, exomination, etc.) 


e 1! inch hydraulic height adjustment. 
e Conductive rubber tires with single lever, 4-wheel brakes. 
e Available with conductive cover. 


PRESTO! The right height in this 
MODEL NO. 404 ANAESTHETIST’S STOOL 
. . . adjustable instantly from 21 to 31 inches. 


Consider attractive appearance, foam rubber cushion 
comfort, durability, and you'll agree that the “buy- : 
word” in Stools is “Reliance’’ Model 404. Conductive { vy. 
wheels, conductive upholstery, posture back. , 


Other models available. 


RELIANCE 5.97, KOENIGKRAMER CO. 


best since 1896 
A Dept. H-71, 96 Caldwell Drive, 
Cincinnati 16, Ohio 
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New, Improved Magee Bassinet now has 100% 
accessibility for complete cleaning. Removable 
Safety Glass panels clamped in place on 
chrome-plated, knurled posts. Complete individual 


care; occupies only 6 square feet. 


Ideal for ‘‘in-nursery” and “‘rooming-in’’ care. 


A cubwalized nursery in itself. Model P9913. 


P9904 —Cabinet Model 
Sliding doors, both sides 
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P9910—Ravenswood Model P9912—Michigan Model 


Drawer with bottle insert 


Aseptic open compartment 


P9900— Bethlehem Model P9901—Angelus Model 
Removable Plastic basket Dressing stand extends 
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Most Distinctive Bassinets 


A Complete Line of Exclusive, Hospital Tested 
Designs Developed by Recognized Authorities 


on Modern Individual Care 


Advanced Styling 


Alumiline is America’s most outstanding line 
of nursery equipment. Strikingly distinctive 
styling is achieved by the combination of grace- 
fully curved, square-tube aluminum and satin 
finished stainless steel surfaces. Alumiline’s 
attractive and functional styling gives a pleas- 
ing unity of equipment design to the entire 
hospital department. Related equipment and 
accessories, too, are designed in complete 
harmony with Alumiline. 


Maintenance-Free Materials 


Aluminum and stainless steel require a mini- 
mum of care. Chemically oxidized aluminum 
tubing frames are coated with a hard, trans- 
parent, baked-on resin finish that is quickly 
and easily cleaned, and never tarnishes. Stain- 
less steel used has No. 4 satin finish—non- 
glaring, shows no fingerprints. All-welded, 
rigid H-frame construction guarantees sturdy 
strength for life. 
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A. S. ALOE COMPANY 


DIVISION OF THE BRUNSWICK-BALKE-COLLENDER COMPANY 
1831 Olive Street, St. Lovis 3, Mo. 


18 FULLY STOCKED DIVISIONS COAST-TO-COAST 


Light Weight, Easily Mobile 

Alumiline is designed to meet the physical 
requirements of hospital personnel, as well as 
the infant. Heights are convenient, casters are 
characteristically set-in to avoid contact with 
nurse’s feet. Units move easily on ball-bearing 
casters that may be locked; and, the light 
weight does not damage soft floors. 


Functional in Design 

The designs shown here are representative 
of what thousands of modern hospitals have 
asked for, and are using. Chances are that 
there is an Alumiline Bassinet in this group 
that exactly meets your requirements. How- 
ever, if you desire a special model in quantity, 
our engineers will gladly work with you to 
develop a bassinet to meet your specific needs. 


For the complete specifica- 
tions of Alumiline, consult your 
new 804-page Aloe General 
Catalog. If this unique and 
world’s most complete catalog 
is not in your files, your Aloe 
Representative will be glad to 
supply you with one. 


OUR 101st YEAR 


F7170—Alee Explosion- 
Proof Infant Incubator 
| | 
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comes in four colors plus black and 
white. The shell is washable, will 
not stain or crack, is not affected 
eh by humidity, wetness, dryness, cold 
a or heat. All styles of this stacking 

chair are equipped with plastic, 
a - molded clear bumpers to prevent 
ay marring. A clear plastic angle 
a glide boot prevents marring of 
ae floors and clears legs when stack- 
a. ‘ing. Fixtures Mfg. Corp., Dept. 
eT H13, 1641 Crystal, Kansas City, Mo. 


Portion-controlled meats (13E-11) 
Manvfacturer’s description: These new 6 


lb. cartons of frozen, portion-con- 


in preparing the meats is a super- 
speed method that insures natural 
flavor, color, freshness and nutri- 
tion. Lenox Packing Co., Dept. H13, 
4 South Side Faneuil Hall, Boston. 


Nurses’ shoes (13E-12) 

Manufacturer's description: Six in-stock 
styles, including wedgies, pumps 
and a ripple sole, are available in 
this line of footwear. Other fea- 
tures of these shoes, which were 
designed for nurses by nurses, in- 
clude: a long inside counter, super 
shanks, molded leather arch, cush- 
ion bottom filler, and the exclusive 
“Venti-Mesh”’,, which was voted the 


most popular feature. P. W. Minor 
& Son, Inc., Batavia, N.Y. 


literature 


SEE COUPON, PAGE 94 


Filing system (13EL-1)—Booklet il- 
lustrates typical installations of 
this horizontal wheel system of 
filing. The system affords space- 
saving qualities plus increased ca- 
pacity for all types of records. 
Wassell Organizations, Inc., Dept. 
HL13, Post and Sylvan Rds., West- 
port, Conn. 


Plastic floor finish (13EL-2)—Re- 
quiring no buffing or polishing, this 
improved plastic floor finish is non- 
yellowing, hard, economical, safe 
under foot and easily removed 
with detergent and water. National 
Chemsearch Corporation, Dept. 
HL13, 2417 Commerce St., Dallas 
26. 


— trolled meats are effective cost-re- 
| ducers, saving time and money in 
both inventory and elimination of 
7 waste. The freezing process used 


Top Versatility With 
Manual Operation Economy 


Original cost. 


ee For Complete Detail and 

_ Nemes of Dealers In Your 
Territory, Write: 
CONTRACT DEPT. 
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“ Hospital or domestic spring heights obtainable with 
x. folding type, single crank. Head or foot end may be 

raised or lowered separately. Ultra-Variable, 2- 
crank spring bottom adjusts to Trendelenburg or 
Fowler positions. Rugged quality, superior finishes 
assure years of trouble-free service. Economical 


10 


CORPORATION 


759 S. Washtenaw Ave., Chicago 12, I!!. 


Cuddly Toys. 


You're most welcome at our Booth 1401, A.H.A. 
National Convention, San Francisco, August 29- 
September 1, 1960. 


You'll want to see many new designs: Musical Toys, 
Bottle Holders, Laundry Bags, Hand Puppets, Soft 


SELL ALL YEAR ’ROUND! 
You can add $ to your funds, now! 
Send for Catalog of ‘‘50 Fund Raisers.”’ 


TYKIE TOY, INC. 


TYKIE TOYS 
PUTS THE ‘‘FUN’’ 
IN “‘FUND’’ RAISING!! 


Soft Toys for 
Impulse Sales. 


Dept. H-7-60 _ 
CONLEY, GEORGIA 


HOSPITALS. J.A.H.A. 
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Parking lot layout (13EL-3)—A 40- 
page manual, well illustrated with 
engineering drawings, photographs 
and charts of various types of 
parking lots, includes suggested 
layouts for 45°, 60° and 90° angle 
parking, with recommended stall 
widths and lengths, aisle widths, 
and entrance and exit dimensions. 
Western Industries, Dept. HL13, 
2742 W. 36th Place, Chicago 32. 


Portion cost guide (13EL-4)—This 
portion cost guide gives the yield, 
approximate cups per pound, and 
portion cost of pancake and waffle 
mixes, cake and frosting mixes, 
hot bread, pie fillings and special- 
ties. Vitamin and mineral content 
is also listed for each mix. The 
Pillsbury Co., Institutional Prod- 
ucts, Dept. HL13, Minneapolis 2. 


Drapery sample book (13EL-5)— 
Hospital drapery sample book con- 
tains a collection of 128 fabrics for 
hospitals, including cubicle curtain 
fabrics as well as window drapery 
fabrics. It also supplies information 
on a line of cubicle curtain hard- 
ware designed for use with glass 
fiber fabrics. Glass Fabrics Inc., 
Hospital Div., Dept. HL13, 620 N. 
Almont Drive, Los Angeles 46. 


Hospital restraints (13EL-6)—A 
catalogue showing complete line of 
belts, straps, wristlets and anklets 
with slots and metal staples in both 
vertical and horizontal positions, 
mitts and muffs and heavy duty 
equipment for extreme cases. Hu- 
mane Restraint Co., Dept. HL13, 
Box 16, 824 E. Johnson St., Madi- 
son 1, Wis. 


Lounge seating (13EL-7)—A cata- 
logue of a line of furniture, fea- 
turing a square tubular design on 
a module of 24 inches. High backs 
and all-foam upholstery give maxi- 
mum comfort. The design is suited 
for hospital lounges and reception 
areas. Ask for Catalogue No. 30H. 
The Howell Co., Dept. HL13, St. 
Charles, Ill. 


Sprinklers (13EL-8)—This cata- 
logue gives complete operating 
data, specifications and suggestions 
for use of the 16 different under- 
ground sprinkler heads. The vari- 
ous patterns and sizes are de- 
scribed; these include squares, 
rectangles, full circles, etc. Cover- 
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age, discharge and pressure tables 
are included. The catalogue also 
shows all accessories. Rain Jet 
Corp., Dept. HL13, 301 South 
Flower St., Burbank, Calif. 


Surgical nonwovens (13EL-9)—This 
brochure covers the many uses of 
rayon fibers in surgical and sani- 
tary nonwoven textile products. 
The brochure discusses the reasons 
rayon is used in many surgical 
nonwovens, points out its advant- 
ages over natural fibers for these 


products, and predicts future ap- 
plications for rayon nonwovens in 
the medical field. American Viscose 
Corp., Product Information, Dept. 
HL13, 1617 Pennsylvania Blwd., 
Philadelphia 3. 


Washroom cabinets (13EL-10)—An 
eight-page catalogue showing a 
line of washroom cabinets, in- 
cluding complete descriptions of 
each. Crown Zellerbach Corp., 
Dept. HL13, 485 Lexington Ave., 
New York 17. 


BURN CARE 


... a case study 


¥ 


St. Mary's Hospital 
Milwaukee, Wisconsin 


CircOlectric 
DVANTAGES 


| N 


electrically. 


Four CircOlectrics are available for patients in a special burn 
center in St. Mary’s Hospital, Milwaukee, Wisconsin. Above pa- 
tient is in the hydrotherapy section. This complete center was 
donated by the Wisconsin Electric Power Company as a com- 
munity service contribution. 


They use the open treatment method of burn care by ingen- 
iously attaching the single sheet canopy. The overhead frame- 
work, using four IV bottle holders and four inexpensive drapery 
hooks, holds the canopy. 

The personnel at St. Mary’s tell us they are obtaining better re- 
sults with burn patients because: 

1. Vertical rotation is beneficial to circulation. 

2. Varied and exact desired positioning of the patient is possible 


3. The patient is never physically handled, a particular benefit 
to both patient and nurse in burn care. 


For a thirty-day trial, write Orthopedic Frame Company, Dept. H36. 
Installations now using the CircOlectric for burn care are on file and 


available upon request. 


SURGICAL AND HOSPITAL 1d 
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Caring for the aged 


WHERE SOMEBODY CARES: THE MARY 
MANNING WALSH HOME AND ITs 
PROGRAM FOR COMPLETE CARE OF 
THE AGING. Mother M. Bernadette 
de Lourdes and the staff of the 
Mary Manning Walsh Home. New 
York, Putnam, 1959. 252 pp. $5. 


In an age replete with “do-it- 
yourself” books, it is refreshing to 


' find a volume that not only tells 


‘“*how but reflects and combines 


a real social philosophy with need 


and function. 
The authors not only tell the 


story of the Walsh Home, care- 


fully defining and describing each 
service and program, but are truly 
successful in creating an image of 
the older person, his needs, desires, 
wishes and capacities, and the way 
in which a total care program 


helps the older person lead a full 


and satisfying life. 


eviews 


Efficiency methods international 
Evaluation of personnel 


‘Must’ reading for planners 


It is no accident that the authors 
choose to start the book with a de- 
scription of social casework serv- 
ices, placing at, the forefront the 
social aspects of the individual. 
Other services fully described 
are: psychological, geriatric health, 
physical medicine and restorative 
services (which the Home has pio- 
neered and advanced), speech and 
hearing therapy and services for 
the blind, occupational therapy, 
group work, recreation and educa- 
tion, nursing, nutrition, diets and 
food services, personalized house- 
hold, general resident and spiritual 
services. The second section deals 
with administration and business 
management and includes several 
appendices with forms and by- 
laws. 

The book offers many practical 


will vary. 


trols. 


and Inform Controls. 


CONTROLS 


An Aid in Control 
of Infant Diarrhea 


Especially important in the sum- 
mer months is the sterilization of © 
your infant formula, because bac- 
teria like to grow in a warm atmos- 
phere... Milk is sometimes slow 
peting up to temperature, the 
ve is occasionally faulty, and 
at times the operator’s technique 


These are all factors to be 
ded against, best accom- 


plished by using Inform Con- 
Underheating of infant formulas is 


impossible with Inform Controls. 
Write for free samples of Inform Controls. 


SMITH & UNDERWOOD 
1847 N. Main, Royal Oak, Mich. 
Sole manufacturers of Diack Controls 
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and detailed suggestions for pro- 
graming. It is useful for anyone 
concerned with long-term and 
chronic illness care. For the nov- 
ice, it is a complete treatment of 
every aspect of institutional pro- 
graming. For the experienced ad- 
ministrator, it is a well organized 
backdrop against which one can 
evaluate present experience and 
practice. 

If one were seeking something 
new in the administration of homes 
for the aged, this book may not 
offer it, but while achieving the 
end of good care, Where Somebody 
Cares elaborates on the means of 
keeping modern concepts in action 
and the patient in perspective. The 
limitation of the book is that it 
lacks an index. There are, how- 
ever, 30 pages of black and white 
pictures and many charts. The 
book will be valuable to those 
planning new facilities HERBERT 
SHORE, Executive Director, Dallas 
Home for Jewish Aged. 


Efficiency methods 
international 


EFFICIENCY METHODS IN THE HOSPITAL, 
the Proceedings of the Eleventh 
International Hospital Congress, 
has been published by the Inter- 
national Hospital Federation, 34 
King St., London, E.C.2, England. 
These Proceedings report the June 
1959 discussion in Edinburgh on 
methods improvement by the dele- 
gates from 44 countries. 

As the foreword states, “the 
need for efficiency methods in the 
hospital is abundantly clear, and 
the Congress set out to discover 
which methods could be applied— 
and where and how. There was, 
however, running through the dis- 
cussions, a commendable caution 
concerning the unselective and 
overenthusiastic acceptance of 
these methods, and many partici- 
pants repeated the warning that, 
in attempting to introduce them, 
one must not lose sight of the rea- 
son for the existence of hospitals— 
the patient himself.” The price of 
Efficiency Methods in the Hospital 
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is £1.5s.0d. to nonmembers of the 
International Hospital Federation 
and £1 to members. 


Evaluation of personnel 


THE COMPLETE EMPLOYEE; A HAND- 
BOOK FOR PERSONNEL APPRAISAL. 
Robert Winthrop Adams. Chicago, 
Public Administration Service, 
1959. 68 pp. $2. 

Successful organizations are built 
of the right people, the author says, 
and proper evaluation of em- 
ployees depends on labeling them 
accurately. In a breezy and very 
readable introduction (22 min- 
utes), Mr. Adams explains his 
grouping of 2000 selected words 
into four major categories needed 
to make an over-all appraisal of 
any person. The actual words 
listed, both thesaurus-fashion and 
alphabetically, comprise the re- 
mainder of this pint-size hand- 
book, 

The title is somewhat mislead- 
ing, for the book won’t bestow 
intuition or objectivity on the 
evaluator. However, as a tool for 
executives, supervisors and person- 
nel officers, it could be a handy 
timesaver and in addition, a vo- 
cabulary builder—Ray F. Far- 
WELL, administrator, Swedish Hos- 
pital, Seattle, Wash. 


‘Must’ reading for planners 


PRINCIPLES FOR PLANNING THE FUTURE 
HosPiItaL System. U.S. Public 
Health Service. Washington, Gov- 
ernment Printing Office, 1959. 222 
pp. $1.25 (Public Health Service 
Publication No. 721) 

This is a report on the proceed- 
ings of four regional conferences 
that were concerned with the ques- 
tion, “How shall we plan the 
hospital system of the future?” 
These conferences were held in 
Chicago, New Orleans, Salt Lake 
City and Washington, D.C., during 
the late spring and summer of 
1959. 

This report should be considered 
as “must” reading for every hos- 
pital administrator in America. 
The subject is timely, even over- 
due, and no one operating a hos- 
pital today can afford to be un- 
informed on what needs to be 
accomplished in planning a better 
hospital system for his community. 

The American Hospital Associa- 
tion cooperated with the U.S. Pub- 
lic Health Service in sponsoring 

(Continued on page 136) 
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.. you'll find a background of 2%|] years’ experience 


It’s almost fifty years ago that our founder, Halsey W. Taylor, pioneered the 
development of drinking-water equipment with a revolutionary, health-safe 
mound-building projector. He is still active today. Add his many years of 
specialized knowledge to that of our key personnel in research, design and 
engineering . . . and you'll find a combined experience of 231 years! 

That’s why it pays to look for this nameplate. It distinguishes a fountain 
or cooler that’s Taylor-made ... a product of ripened experience designed 


with an eye to tomorrow. 


The Halsey W. Taylor Co., Warren, O. 


New “All-Climate” 
Outdoor Wall Fountain 
Designed for outdoor use 
A Halsey Taylor first. where temperatures drop 
Mounts on wall, off the below freezing. New all- 
floor. Easily kept clean. weather features. 


The Popular Wall-Tite 
No exposed fittings. 
Fits tight against the 
wall. Space-saving! 


ASK FOR LATEST CATALOG, SEE SWEET’S OR THE YELLOW PAGES 
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unmatched 


> Johnson Control Systems Are Backed by the Largest and 
=.) Most Experienced Service Force in the Control Industry 


Efficient temperature control will be just as essential in your 
building in 5, 10, 20, or more years as it is today. 

That’s a key reason to specify a Johnson Pneumatic Control 
System when you build or air condition, for it is traditional 
Johnson policy that future service is as important to your satis- 
faction as the original sale. 


That is why Johnson maintains the largest and finest service 
organization in its field. Full-time, factory-trained service 
mechanics are stationed in hundreds of cities across the nation. 
These maintenance and repair experts make it easy to keep 
your Johnson Temperature or Air-Conditioning Control System 
operating at peak efficiency throughout the life of your building. 
When you own a Johnson Pneumatic Control System, you avoid 
the annoying delays, guesswork, and inflated costs of depending 
on non-specialists for service. 


Unmatched service is just one of many advantages you get with 
Johnson Control. See your consulting engineer, architect, or 
local Johnson branch office for details. Johnson Service Com- 
pany, Milwaukee 1, Wisconsin. 


servicey 
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PNEUMATIC SYSTEMS 


DESIGN © MANUFACTURE © INSTALLATION © SINCE 1885 
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PLANNING ELECTRICAL 
SYSTEMS FOR HOSPITALS 


HEN DISCUSSING electrical dis- 

tribution in hospitals, selec- 
tion of a transformer is a logical 
starting point. The selection of a 
transformer is a serious problem, 
which confronts the hospital archi- 
tect and engineer when preparing 
their mechanical working drawings 
and specifications. Heat offers the 
greatest opposition to the use of 
electrical energy; therefore, in the 
selection of a transformer, whether 
it is to be natural-air-cooled, 
forced-air-blast-cooled, oil-cooled, 
or oil-and-water-cooled, should be 
specified. Copper and core losses 
within the transformer produce the 
heat which must be dissipated. The 
transformer must be kept cool to 
maintain its high operating effi- 
ciency because the resistance of 
copper increases with temperature 
rise. 

Although the hospital engineer 
will not design the transformer 
which is selected, he should have 
some knowledge of the workings 
of the transformer. 

The transformer should be in- 
stalled where there is free circula- 
tion of air to carry away the gen- 
erated heat. If a transformer is to 
be installed in a vault, the vault 
must be well ventilated—prefer- 
ably by a fan or blower—for con- 
stant air circulation. Even the 
water-cooled transformer needs 
positive air circulation. 


To operate this power plant, it 
is important to have both equip- 
ment grounding and system 


T. Joseph Hogan is associate adminis- 
trator for prope services, Miners Me- 
nom Hospital iation, Williamson, 

. Va. 


This paper is based upon a presentation 


at an American Hospital Association in- 
stitute on hospital engineering in Chicago. 
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In part one of this two-part article, 
the author discusses the electrical dis- 
tribution system of the hospital in 
terms of its components and their 
functions. In part two, which will ap- 
pear in the July 16 issue of this Jour- 
nal, the author will treat such topics 
as emergency lighting and standby 
power equipment, fire alarm devices 
and elevators, and electrical facilities 
for the surgical and obstetrical suites. 


grounding. The system should be 
grounded at the source of power, 
not at the load. When the source 
is grounded, the system is grounded 
and cannot be inadvertently dis- 
connected. A neutral grounding 
method should be checked to pro- 
vide that each voltage level is 
grounded. The neutral ground 
should be one which is grounding 
a unit that is always connected, 
such as a generator or a trans- 
former. Grounding connections 
should not be soldered, but should 
be made by clamping devices or 
solderless connectors. System neu- 
tral conductors should never be 
used as equipment grounds. 

It is common practice to ground 
the low voltage secondary wind- 
ings of stepdown transformers to 
protect the low voltage circuit in 
case of failure or puncture of the 
insulation between the high volt- 
age windings. Low voltage wind- 
ings are only insulated for the low 
voltage and cannot withstand high 
voltage from the high temperature 
primary winding. 


The next item to consider is the 
main disconnect switching equip- 
ment, which is frequently labeled 
“MDP”. This may be an automatic 
trip circuit breaker or a manually 
operated knife type. The main 


by T. JOSEPH HOGAN 


board can be either of slate panel 
construction, or as is generally 
found in modern plants, a cabinet 
model constructed of metal and 
totally enclosed. The cabinet model 
gives added safety not only to the 
operator but also to unauthorized 
intruders. This board might have 
disconnect switches for the trans- 
formers where the hospital is 
buying primary power. When pro- 
vision has been made for two sepa- 
rate sources of utility power feed, 
the switches for this service would 
be of an interlocking type, per- 
mitting only one switch to be in 
service at any time. This panel will 
serve main disconnect switches or 
breakers for distribution to the 
various units of the hospital such 
as boiler plant, surgery, kitchen, 
laundry, machine rooms and x-ray. 
In the selection of circuit breakers, 
they are to be specified not on the 
load current, but on the current 
that could flow if the equipment is 
short circuited. Large transformers 
feeding motors could supply am- 
perage a hundred times the load 
current. 


The next item is the lighting 
panel, designated “LP,” and the 
power panel. This is the area 
where 15 or 20 ampere fuses or cir- 
cuit breakers are located. These 
panels will be close to the load, 
and it is from this point that power 
is distributed to the individual 
lighting and switching or to the 
motors and motor controllers, such 
as magnetic starters. 

Whether the engineer is planning 
for a new installation or checking 
an existing system, it is mandatory 
that he have information about (1) 
the type and number of branch 
circuits required and (2) the cur- 


PART ONE OF A TWO PART ARTICLE 
THE LIGHTING PANEL 
PROPER GROUNDING 
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rent size of feeder cable to elimi- 
nate voltage drops below the per- 
missible values. Circuits supplying 


- motors are required to be rated 


25 per cent above full load rating 
of the largest motor on a circuit 
supplying a group of motors. That 
is, 25 per cent above the largest 
motor plus the full load current 
rating of the other motors on cir- 
cuit. Heating circuit loads should 
be calculated on a basis of 100 
per cent of the connected load. 
Heating circuit loads of multiple 
but intermittent load may be un- 
derrated. This needs to be care- 
fully calculated, with a thorough 
analysis of load characteristics, be- 
cause the rating will vary in in- 
dividual cases with the number 
and types of heaters in the con- 
nected load. Light circuits used 
over extended periods of time or 
used continuously should be rated 
at 125 per cent of connected load. 

In their work, engineers are 


_ generally concerned only with con- 


ductors of copper. This is the metal 
of choice because of its high con- 
ductivity, relative tensile strength, 
adequate supply and reasonable 
cost. The second choice would be 
aluminum, which has 84 per cent 


of the current carrying capacity of 


copper with the same insulation. 
Aluminum’s main advantages are 
its lighter weight and rigidity. It 
is used for long runs as feeder 
lines. 

The ampere load will determine 


‘the cross-sectional area required 
for the conductor. Conductor size 


for hospital use is determined by 
the American Wire Gauge Stand- 


ard designated “A.W.G.”. This 


standard is used for wire and cable 
0000 to 18 for general wiring and 
for hospital purposes. For hospital 
feeder and heavy duty lines of a 
cable larger than 0000, a cross 
sectional area of the conductor is 
designated in circular mils. In the 
hospital, no wire size less than No. 
12 should be used for light or 
power circuits. Over-loading of 
conductor raceways, such as con- 
duit-runs, is a maintenance haz- 
ard that exists in many buildings. 

Textbook tables which give rat- 
ings for three conductor raceways 
should be studied and compared 
with placing 4, 5 and 6 conductors 
in the same raceway. Six conduct- 
ors in the same raceway will have 
their current capacity reduced by 
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80 per cent each. This reduction is 
further aggravated by placing 7, 
8 and 9 conductors in the raceway; 
then the current capacity will be 
reduced 70 per cent for each con- 
ductor. The temptation to take 
advantage of an existing raceway 
with space enough to pull addi- 
tional wires can result in a con- 
tinuing loss and serious mainte- 
nance difficulties. 

When selecting conductors, con- 
sideration should be given to the 
voltage required, the ambient 
temperature encountered, the 
existence of possible moisture and 
the degree of corrosive atmos- 
phere. The insulation of a low- 
voltage conductor, properly 
selected for that voltage, may be- 
come a conductor for high voltage; 
dry insulation becomes a conductor 
when wet. Overheated insulation 
can become a conductor, and in 
some corrosive atmospheres, the in- 
sulation becomes an excellent con- 
ductor. 


UNGROUNDED SYSTEMS 


A system or piece of equipment 
is ungrounded when there is no 
intentional connection to ground. 
Ungrounded systems must have a 
device to indicate ground on the 
phase conductors. A ground on an 
ungrounded system must be lo- 
cated and removed as soon as 
possible to avoid failure of an 
additional phase. A ground on one 
phase of the ungrounded system 
raises the voltage to ground on the 
ungrounded phase above normal, 
for an increase of 58 per cent. The 
grounding of portable electrical 
equipment can be a hazard if it is 
not maintained or properly as- 
sembled. The green conductor 
should be connected to the parts 
to be grounded. This cannot be 
overemphasized for safety because 
a piece of equipment purported to 
be grounded for safety can be more 
dangerous to the mechanic through 
his reliance on the nonexistent 
protection. Ground the motor 
frame to the nearest available 
ground or to a rigid metallic con- 
duit. Equipment grounding is to 
insure that equipment and en- 
closures are at ground potential at 
all times. 

A grounded connection is one in 
which at least one conductor or 
point in the system is connected 
to ground. This can be direct or 


solidly connected or it can be 
through a current-limiting device. 
The ground can be through the 
neutral of the transformer or 
through the neutral point of a de- 
vice installed for this purpose, such 
as a grounding transformer. This 
applies to three phase only. The 
importance of proper grounding is 
too frequently overlooked, and the 
method of grounding not studied 
for efficacy in the specific installa- 
tion. Systems up to 600 volts are 
generally solid grounded. This 
method is recommended by its sim- 
plicity and low cost and because 
no special neutral devices are re- 
quired. 


Electric circuits should not be 
installed without adequate protec- 
tive devices, such as fuses, circuit 
breakers or thermal cutouts. For 
example, main feeders to elevators 
should be protected by fuses or 
circuit breakers near the source 
of supply. The line should again 
be fused at the control panel and 
the motor circuit protected with 
thermal cutouts. The motor cir- 
cuit should also be provided with 
time relays. One of the most criti- 
cal hazards to equipment and 
buildings is caused by overfusing. 
This results from a mechanic’s re- 
sorting to overfusing rather than 
investigating the cause or causes 
of circuit interruptions. Overfus- 
ing of circuits should not be toler- 
ated; it is an indication of dilatory 
maintenance. 

In the use of a thermal cutout, 
the time-limited devices should be 
set to operate at 75 per cent of 
amperage rating of the fuse in the 
same circuit. Protection of this 
type should never be overfused 
because most thermal units are not 
positive protection. There are ad- 
vantages in the use of a circuit 
breaker over that of fusing because 
it does not require the services of 
an electrician to reset “kicked” 
breakers, and no harm to equip- 
ment will result from repeated 
efforts to reset it because the cir- 
cuit breaker, if operating properly, 
releases instantaneously and can- 
not be reset until the defect of 
overload has been corrected. Also, 
the mechanic cannot change the 
predetermined setting to higher 
fusing which would eliminate the 
protection. 
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The importance of a high power 
factor, as near unity as possible, is 
frequently overlooked in hospital 
operation. The hospital adminis- 
trator is not often requested to ex- 
plain the costs of the electrical 
energy invoice. It might be well if 
he were held more responsible and 
given the authority to take steps 
to reduce not only the consump- 
tion of power, but also to find 
means of reducing the rate charges. 
The monthly bill for utility charges 
is often appalling to administra- 
tion, but is passed over as one of 
the inevitable expenses of operat- 
ing the plant with its diversified 
services. 


THE POWER FACTOR 


Power factor is the relationship 
of effective power to apparent 
power. The lamps, lighting, heating 
elements produce a resistance in 
the circuits which makes possible 
a power factor of unity, or one, 
but the coils of AC motors and 
transformers, fluorescent lighting 
or induction devices for heating 
equipment produce self-induction 
which causes back electromotive 
forces. This in turn drops the power 
factor from one to as low as .5, 
but generally in the range of .7. 
The greater the amount of induct- 
ance in a circuit, the lower the 
power factor. 

Electric loads operating at low 
power factor require more current 
to produce the same power. Low 
power factor within the plant re- 
quires more copper and larger 
motors and generators to maintain 
the power output. It overloads 
existing transformers and motors 
and causes poor voltage conditions. 
Savings can be made by increasing 
the power factor to near unity in 
the plant and by eliminating the 
penalty in the form of higher 
charges imposed by most electric 
utility companies for low power 
factor. Partially loaded induction 
motors in a plant are a cause of 
lowered power factor. 

Power factor can also be cor- 
rected by the generally accepted 
practice of installing capacitators. 
Whenever possible, these should 
be installed at the load. It is some- 
times feasible to install a capacita- 
tor at the switchboard where it is 
capable of providing for a multiple 
load. Care in the selection of the 
equipment and a thorough study of 
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the load to be carried by the ca- 
pacitator will pay dividends, and 
in most cases the cost of purchase 
and installation can be written off 
in a very short period of time. The 
use of synchronous motors in a 
plant helps change the lagging 
current to a leading current, thus 
improving the power factor. How- 
ever, the equipment and service 
demands of hospitals do not often 
lend themselves to economical 
purchase or use of synchronous 
motors. 

In planning equipment needs or 


purchasing new equipment, the 
engineer should be specific about 
electrical services. He should re- 
cord the necessity for 110 or 220 
volts, the phase of equipment to 
be used, and the cycle, if the power 
is alternating current. If it is direct 
current, special attention should be 
called to this fact. The total con- 
nected electrical load should be 
determined so that sufficient cop- 
per is available in the electrical 
feeder. The location of wall 
switches and the “spotting” of du- 
plex receptacles is important. ® 
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personnel changes 


sistant at Seaside Memorial Hos- 
pital, Long Beach, Calif. Mr. Beaty 
has a B.A. degree from Baker 
University, Baldwin City, Kans., 
and a degree in hospital adminis- 
tration from the University of 
Chicago. 


@ Elton W. Barclay (see Woodrow 
. item). 


@ Gordon T. Beaty has been ap- 
pointed assistant administrator of 
City of Hope National Medical 
Center, Duarte, Calif. Since May 
1958 he had been administrative 
assistant at the hospital, and prior 
to that he was administrative as- 


@ Arvid B. Brekke has been ap- 
pointed assistant administrator of 
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Swedish Hospital, Englewood, 
Colo. He was formerly administra- 
tive assistant at Menorah Medical 
Center, Kansas City. Mr. Brekke 
is a graduate of the University of 
Minnesota program in hospital ad- 
ministration. 


@ Christian M. Christiansen, assistant 
director of Union Memorial Hos- 
pital, Baltimore, Md., has been ap- 
pointed administrator of Children’s 
Hospital, Baltimore. Mr. Christian- 
sen succeeds the late Carroll D. Hill. 


@ Frank J. De Scipio has been ap- 
pointed administrator of Prospect 
Heights Hospital, Brooklyn, N.Y. 
He was previously assistant ad- 
ministrator in New York City at 
Peabody Home, and, earlier, at 
Manhattan Eye, Ear and Throat 
Hospital. He had also been lecturer 
and preceptor for the program of 
continuation education in hospital 
administration, Columbia Univer- 
sity. 


- @ Selma N. Earle has been appoint- 
ed administrator of Mary Thomp- 
son Hospital, Chicago. Mrs. Earle 
spent many years of her career 
in the health field outside of the 
continental United States in such 
countries as China, Netherlands 
West Indies, India, Java and 
Hawaii. Recently she was super- 
visor of clinical and research lab- 
oratories, Mount Sinai Hospital, 
Chicago. Mrs. Earle received her 
education both in the United States 
and abroad. 


@ Milton W. Hamilt has been ap- 
pointed assistant director of Mount 
Sinai Hospital, Chicago. He was 
previously assistant director of 
Sinai Hospital, Baltimore. Earlier, 
he was administrator of Yale 
Psychiatric Institute, New Haven, 
Conn. He is a graduate of the Yale 
University program in hospital ad- 
ministration. 


@ James C. Heindenreich has been 
appointed administrator of Centi- 
nela Valley Community Hospital, 


(Continued on page 117) 
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Inglewood, Calif. He succeeds Jane 
Wiegmann, who resigned recently. 
Mr. Heindenreich was formerly 
assistant administrator at Santa 
Barbara (Calif.) College Hospital, 
and later at Iowa Methodist Hospi- 
tal, Des Moines. He is a graduate 
of the Northwestern University 
program in hospital administra- 
tion. 


@ Arthur G. Hennings has been ap- 
pointed administrator of St. Mar- 
garet Memorial Hospital, Pitts- 
burgh, Pa. He was formerly staff 
consultant with James A. Hamilton 
Associates, hospital consultants, 
Minneapolis. He has also served 
as director of hospitals at the Uni- 
versity of Texas Medical Branch, 
Galveston, and held a post of as- 
sistant professor of hospital ad- 
ministration at the University of 
Minnesota; he is a graduate of that 
university’s course in hospital ad- 
ministration. 


@ Herman L. Herold has been ap- 
pointed superintendent of Wash- 
ington-St. Tammany Charity Hos- 
pital, Bogalusa, La. Since 1940 he 
had been administrator of North 
Louisiana Sanitarium, Shreveport. 
Mr. Herold has served as a mem- 
ber of the Council on Planning, Fi- 
nancing and Prepayment of the 
American Hospital Association for 
three years. 


@ John M, Jenkins, superintendent of 
Racine County Hospitals and 
Home, Racine, Wis., has assumed 
direction also of the Sunny Rest 
General Hospital and Sanatorium. 
This brings to five the total of 
Racine County institutions headed 
by Mr. Jenkins. 


@ Robert £. Jornlin has been ap- 
pointed administrator of Douglas 
County (Nebr.) Welfare Adminis- 
tration, Omaha. He was formerly 
director of Aitkin County Public 
Welfare Department, Aitkin, Minn. 


@ Robert M. Johnson (see Naegeli 
item). 


@ Florence L. Ladner, R.N., has been 
appointed administrator of Com- 
munity Hospital, Chandler, Ariz. 
Mrs. Ladner was formerly admin- 
istrator of Hoemako Cooperative 
Hospital, Casa Grande, Ariz. 


JULY |, 1960, VOL. 34 


@ Mother M. Bathildis (see Sister M. 
Felicitas item). 


Edward Neegeli, former ad- 
ministrator of Memorial Hospital, 
Faith, S.D., has been appointed ad- 
ministrator of Community Hospi- 
tal, Broken Bow, Nebr., succeeding 
Robert M. Jehnsen who resigned to 
become administrator of Paris 
(I1ll.) Hospital. Following his 
graduation from the University of 
Chicago program in hospital ad- 
ministration, Mr. Naegeli joined 
the staff of University Hospital, 
one of the hospitals of the Ohio 
State University Health Center, 
Columbus, where he served for 
three years as assistant adminis- 
trator. 


@ Robert J. Nast has been appoint- 
ed assistant director of Lutheran 
General Hospital, Park Ridge, Il. 
He was formerly assistant admin- 
istrator at Evanston (Ill.) Hospi- 
tal Association. He is a graduate 
of the Northwestern University 
program in hospital administra- 
tion. 


@ Anna G. Nelson (see Shephard 
item. ) 


@ John A. Russell has been ap- 
pointed assistant administrator of 
Evanston (Ill.) Hospital Associa- 
tion, succeeding Robert J. Nast. 
Mr. Russell was formerly adminis- 
trative resident and administra- 
tive assistant at the Evanston 
Hospital and is a graduate of the 
University of Michigan, Ann Ar- 
bor, program in hospital adminis- 
tration. 


@ John H. Shephard has been ap- 
pointed administrator of Bloom- 
ington (Ind.) 
Hospital. He was 
previously ad- 
ministrator of 
Anclote Manor 
Hospital, Tar- 
pon Springs, 
Fla., for five 
years. Mr. Shep- 
hard is a grad- 
uate of the Uni- 
versity of Min- 
nesota course in 
hospital administration. He suc- 
ceeds Anna G. Nelson at Blooming- 
ton Hospital. Miss Nelson retired 
after 34 years as administrator of 
that institution. 


MR. SHEPHARD 


@ Ewell D. Singleton has been ap- 
pointed administrator of Masenite 


Hospital, Laurel, Miss. He had 
been for 10 years assistant ad- 
ministrator of Methodist Hospital, 
Hattiesburg, Miss. Mr. Singleton is 
currently completing his studies 
toward a master’s degree in hospi- 
tal administration at Northwestern 
University. 


@ Sister DeChantal, D.C., has been 
appointed administrator of St. 
Vincent’s Hospital, Jacksonville, 
Fla., succeeding Sister Mary Clare 
who has been transferred to St. 
Mary’s Hospital, Saginaw, Mich. 
Sister DeChantal was formerly as- 
sistant administrator at Providence 
Hospital, Washington, D.C. 


@ Sister M. Felicitas, $.F.P., has been 
appointed administrator of St. 
Michael’s Hospital, Newark, N.J., 
succeeding Mother M. Bathildis who 
was elected provincial superior of 
the Eastern Province of the Fran- 
ciscan Sisters of the Poor. 

Sister M. Felicitas was formerly 
administrator of Margaret Mary 
Hospital, Batesville, Ind. 


@ Sister Hermine, administrator of 
Saint Mary’s Hospital, Milwaukee, 
has been appointed administrator 
of Mary’s Help Hospital, San 
Francisco. She will be succeeded 
at Saint Mary’s Hospital by Sister 
Josephine, who was formerly ad- 
ministrator of St. Vincent’s Hos- 
pital, St. Louis. 


@ Sister Josephine (see Sister Her- 
mine item). 


@ Sister Josephine Aijtchison (see 
Sister Juliana Kelly item). 


@ Sister jJuliona Kelly, former su- 
pervisor of the psychiatric division 
of Charity Hospital, New Orleans, 
has been appointed administrator 
of St. Vincent’s Hospital, Pagedale, 
St. Louis. She succeeds Sister Jose- 
phine Aitchison, who has been as- 
signed administrator of St. Mary’s 
Hospital, Milwaukee. 


@ Sister M. Leonarda, 0.5.F., has been 
appointed administrator of Hospi- 
tal of St. Anthony de Padua, Chi- 
cago, succeeding the late Sister 
Marestelia. Sister M. Leonarda was 
assistant operating room supervi- 
(Continued on page 138) 
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Bills Lag as Adjournment Nears 


Plans call for early-July adjournment of Congress. 
Yet appropriation and legislative bills are lagging 
even more than a year ago. In mid-June, Senate 
Democratic leader Lyndon Johnson (Tex.) announced 
that he intended to complete a massive legislative 
program in approximately 23 working days, before 
the Democratic convention opened July 11. 

Twelve major appropriation bills remained on the 
Congressional agenda on June 15. Among them was 
the Department of Health, Education, and Welfare 
bill which may set the budget of National Institutes 
of Health at more than $600 million. Many programs 
vital to the hospital field will be affected by Senate 
action on this bill. 

Among the legislative bills which could affect hos- 
pital operations and which remained in committee 
were those dealing with housing, public works, health 
care of the aged and amendments to the Social Secu- 
rity Act. 

On June 16, the House Labor Committee reported 


out a compromise minimum wage bill extending 
coverage to between 3 and 4 million additional 
workers. The bill provides that the minimum wage 
would go up to $1.25 an hour for presently covered 
workers by 1962 and for newly covered workers by 
1963. 


AHA President Gives Congress 
Views on Medical Education 


Russell A. Nelson, M.D., president of the American 
Hospital Association and director of the Johns Hop- 
kins Hospital, Baltimore, outlined the thinking of the 
AHA on federal programs for medical school con- 
struction and research. In a statement to the Sub- 
committee on Health and Safety of the House Inter- 
state and Foreign Commerce Committee, Dr. Nelson 
strongly urged committee members to provide federal 
funds for improvement and expansion of medical 
school facilities throughout the nation. He also favored 
the provision of block grants to nonprofit and public 
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4 hospitals for the general support of research and re- 
a SPIT AL ND search training. 
= H () The committee also was told that more physicians 
eS are preparing for specialties which require hospitals 
to maintain residency programs of from three to five 
Bers obtained years duration. Dr. Nelson said the increased role of 
Bess ' the hospital in the education of physicians means 

a ° ethically that continuation of high quality specialist training 
‘ay . will require teaching facilities in our hospitals. 
efficiently testimony stressed that many 
hospitals depend upon graduates of foreign medical 
™ successtully schools to fill their intern and resident vacancies. This 
creates special educational problems for the nation’s 
hospitals, Dr. Nelson said. He asked the committee to 
consider giving assistance in establishing sound pro- 
grams for the training of foreign medical school grad- 
uates in American hospitals. “The profession and 
hospitals are taking steps to improve our efforts’, he 
said. “Assistance to our institutions in these programs 
would be, I believe, a proper and favorable thing for 
our federal government to do.” 

Although Dr. Nelson’s testimony supported a pro- 


<3 gram of block grants to carefully selected institutions, 
Pe as provided in a bill currently being considered by 


the committee (H.R. 10341), his testimony did not 


represent unqualified endorsement of the bill. Dr. 
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og iA Nelson brought to the committee’s attention certain 
a € ru provisions of the current bill which he believed would 
require further consideration. 
Care of Aged Receives Priority 
from Senate Leader Johnson 
ag g The latest development in health care for the aged 
aie. (es | programs was the listing of this proposed legislation 
by Sen. Lyndon Johnson (D-Tex.) as an item for 
GA +3 enactment before Congress adjourned. 
ee aS For the first time the Senate Democratic leader 


outlined in public his own thinking on the specifics 
of a health care program for the aged. He proposed 
a plan of matching contributions—one half of one 
per cent of salaries plus the same amount from em- 
ployers—to be placed in a special fund from which 
earnings would be used to meet health care expenses 
after age 65. 

Meanwhile, yet another solution to the problem of 
health care for the aged was presented in a bill 
(S.3646) introduced by Sen. George Smathers (D- 
Fla.), a member of the Senate Finance Committee. 

Under the Smathers proposal, limited services would 
be provided to persons over 65 through a voluntary, 
low-cost ($6 per month) insurance program written 
by imsurance companies and aided by federal funds 
by means of federal income tax credits for those com- 
panies which suffer losses in writing health care 
policies for the aged. 

The benefits provided in the insurance program 
would include 60 days of hospitalization and 120 days 
of nursing home care annually. No provision for pay- 
ment of physicians’ fees was made in the proposal. 

The Smathers bill also provides that (1) taxpayers 
earning less than $5000 annually would be able to 
deduct all medical expenses and (2) for indigent 
persons over 65, medical benefits would be provided 
through extension of old age assistance. 


HOSPITALS, J.A.H.A. 


Withodt pbligation|--- 
120 


Liability of Charities in Ohio 

In two 1960 decisions the Supreme Court of Ohio 
has answered some heretofore unsettled questions 
regarding liability of nonprofit organizations in that 
state. One case singles out hospitals as the sole 
charitable group which will be subject to liability for 
torts (negligence), all others continuing to enjoy the 
charitable immunity which was disturbed by the 
Avellone case in 1956. The other opinion concludes 
that a nonprofit hospital is liable for the negligence of 
its employees—be they house medical staff, nurses 
or nonprofessionals—irrespective of whether the 
negligent act is performed in an administrative or 
medical capacity. 

In 1956, the court had reasoned that modern non- 
profit hospitals were not the same kind of charitable 
institutions they had been in earlier days. These 
changed conditions required the judicial declaration 
of public policy which resulted in hospital liabil- 
ity. Subsequently, the Ohio legislature approved a 
bill declaring all charitable institutions to be exempt 
from tort liability except in instances of gross negli- 
gence. The governor vetoed the measure. It may have 
been assumed, but it was not fully determined at the 
time, that charities other than hospitals were equally 
affected by the Avellone decision. 


In Gibbon v. Y.M.C.A., 170 Ohio St. 280 (1960), 
the court declared the Avellone case applicable only 
to nonprofit hospital corporations. In spite of a vigor- 
ous dissent by three justices, the situation was re- 
solved so that the Y.M.C.A. and other nonhospital 
charities in Ohio continue to enjoy the same degree 
of limited immunity from tort liability which was in 
effect prior to the Avellone decision. 

The Ohio situation is in contrast with that of 
Kansas. After charitable immunity was lifted in a 
case involving a hospital, the legislature restored the 
immunity in a bill affecting only hospitals. Whatever 
the status of other charities may be in Kansas, the 
voluntary nonprofit hospitals in that state have been 
returned to their previous position of immunity. 

In the Avellone case, the negligent act was not a 
professional activity. Consequently, it was not deter- 
mined whether the hospital would have been liable if 
the injury had been caused by a professional person 
employed by the hospital and engaged in a profes- 
sional function. Although the court had said in Avel- 
lone that as an employer a nonprofit hospital is liable 
under principles of respondeat superior for the torts 
This material is not legal advice. The information on this page should net be 


used to reselve legal problems. For advice on such problems «@ hospital sheuld 
consult a member of the local bor. 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


of its servants, the court did specifically reserve the 
question whether “persons working in a hospital, such 
as doctors and nurses, under circumstances where 
the hospital has no authority or right of control over 
them, can bind the hospital by their negligent actions.” 


NEW YORK PRECEDENT FOLLOWED 


In Klema v. St. Elizabeth’s Hospital of Youngstown, 
170 Ohio St. 519 (1960), the court considered a situa- 
tion where the injury was the result of alleged negli- 
gence by a resident in anesthesia who was a graduate 
of a foreign medical school and was licensed to prac- 
tice medicine in his native country but not in Ohio. 
Previously he had been an intern in the same hospital. 
For purposes of this case, the court preferred to con- 
sider the anesthesiologist not as a “nonmedical em- 
ployee” but as if he were a physician licensed to prac- 
tice medicine in Ohio and a member of the hospital’s 
employed resident physician staff. The history of 
similar litigation in New York was considered and 
the results were followed by the Ohio Supreme Court. 
In New York for many years, negligence of hospital 
employees, which constituted “administrative acts,” 
brought liability to the hospital, but those which 
were “medical actions” were not the legal responsi- 
bility of the hospital. This led to absurd situations, 
such as declaring the placing of a hot water bottle on 
the patient to be an administrative act, but retaining 
it in contact with the patient for too long a period 
was called “medical”. Or, administering the right 
blood to the wrong patient was called administrative, 
but administering the wrong blood to the right 
patient was medical. 

The ultimate solution in New York was to hold 
nonprofit hospitals liable for medical or administra- 
tive acts performed by employees, be they profes- 
sionals or nonprofessionals. The test applied by the 
New York courts was fully endorsed by the Ohio 
Supreme Court, which reiterated the significant ques- 
tion in the case of hospitals: “Was the person who 
committed the negligent injury-producing act one of 
its employees and, if he was, was he acting within the 
scope of his employment?” The court added, “The 
nature of the act done, whether it is administrative 
or medical, cannot justify a difference in the legal 
theory of liability. The test should be whether the act 
was performed in the service of the employer and 
whether it was within the scope and course of the 
employee’s duties. Obviously, such a test will, so far 
as a hospital is concerned, relieve from, or subject to, 
liability in exactly the same manner and acording 
to the same rules as any other employer is relieved 
or subjected.” 

(Continued on page 122) 
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and nurses who are employees of the hospital would 
subject the hospital to liability under circumstances 
where the hospital has no authority or right of con- 
trol over them. Thus, it would seem that where 
members of the attending staff are supervising profes- 
sional employees of the hospital, the negligence per- 
formed under these circumstances might be attributed 
to the supervising physician rather than to the hospi- 
tal. At least, the court has not yet said that this 
possibility is precluded. 

This opinion also implies that it is appropriate and 
accepted practice for Ohio hospitals to provide medi- 
cal care for their patients through employed physi- 
cians and other professionals and to receive com- 
pensation therefor. The hospital is subject to liability 
for errors committed under certain circumstances in 
the rendering of this care and would appear to be 
ilo —_ Fal free of any charge of unlawful corporate practice of 
sa “ ” a, medicine. At least, this has been the result in New 

~ A f eady-to-use wet | York. Because the court did not specifically address 


itself to this point, however, the Klema case possibly 
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FLORIDA COUNTY HOSPITALS 
LIABLE ONLY TO PAYING PATIENTS 


A charity patient injured in a county hospital 
brought an action against a county welfare board in 
Florida to recover for damages incurred as a result of 


soft ‘ cotton flannel pads saturated alleged negligence of the board’s employees working 

with witch hazel (50%) and glycerine in the hospital. There had been no precedent cases 

on this point although successful suits against county 

(107), pH about 4.6 hospitals had been brought previously in Florida. In 

fact, the Supreme Court of that state had held in 

At one third the cost of hospital-prepared 1957 that a county hospital was liable for negligence 

. , of its employees in treating a patient. Nevertheless, 

dressings, TUCKS save time and trouble. the appellate court hearing the instant claim denied 
ee . : the patient the right to recover damages. 

Multiple-use TUCKS are ideal in énéa The court pointed out the fact that previously 

viding comfort and convenience in bedsore successful claimants were paying patients, but a 

. : : : charity patient is in a different position. He is faced 

therap ys localized eruptions, pruritus ani with the barrier of sovereign immunity. Counties are 

and vulvae, hemorrhoids, after anorectal political subdivisions of the state and they partake 

a , of the state’s immunity from liability. Counties may 

Surgery orepisiotomy, or whenever a mild, not be sued except as specifically authorized by the 


legislature. No legislative permission had been 
| granted to allow charity patients to sue county hos- 
For your trial supply simply fill out below. pitals. 

City hospitals in Florida were held to be liable for 
negligence of their employees in 1942. At that time, 


MAC the court declared the operation of a hospital by a 
Speed oe ee om city not to be a governmental function. Because the 


3108 W. Lake Street 
Minneapolis 16, Minn. hospital was a “proprietary” activity of the city, no 
sovereign immunity applied and the city was sub- 

ject to liability for the negligence of its hospital 
Please sample employees. Whether the injured patient was a paying 
or a charity case would make no difference in 

M.D. a suit against the city. Apparently it does make a 
Adress difference, now, whether the patient attempting to sue 
is a county hospital is the beneficiary of charity. Smith 
v. Duval County Welfare Board, 10 CCH Negl. Cases 


» 9 (2d) 871 (Fla. App., 1960). 


soothing, wet dressing is needed. 
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SOME UNANSWERED QUESTIONS 


Better Communication: Theme 
of Catholic Hospitals Convention 


Communication within a hospital and communication between the hos- 
pital and its community were among the many specific subjects discussed 
under the general theme “Improved Hospital Management through Com- 
munication” at the 45th annual convention of the Catholic Hospital Asso- 
ciation in Milwaukee May 30 through June 2. 


Emphasizing communication dif- 
ficulties peculiar to hospitals, 
Robert H. Guest, Ph.D., of Yale 
University Technology Project, In- 
stitute of Human Relations, New 
Haven, Conn., said, “The problem 
of achieving good employee com- 
munications is especially challeng- 
ing when the organization depends 
upon the efforts of highly trained 
professionals and of low-skilled 
personnel. Both live in a different 
conceptual world with sharp dif- 
ferences in status and role. Hoping 
that the two (or it may be as many 
as five entirely different occupa- 
tional groups) can reach some kind 
of understanding cannot be left to 
chance.” To solve this problem, Dr. 
Guest advocated that some definite 
means be established by which all 
these various groups could “tune in 
on the same frequency”. 

The lack of proper technical and 
organizational conditions makes it 
difficult for even the best communi- 
cations to be effective, Dr. Guest 
said, adding that “often the system 
of work flow of physical materials 
and paperwork is inadequate ... 
Poor employee attitudes do not 
necessarily result from personality 
differences or lack of communicat- 
ing skills.” 

Communication problems are 
created by lack of listening ability, 
according to Donald E. Bird, Ph.D., 
associate professor of speech and 
communication, Stephens College, 
Columbia, Mo. “Effective listening 
is an essential job skill,” Dr. Bird 
told his listeners. “Because the 
efficient functioning of a hospital 
depends upon the communication 
ability of all persons in the hos- 
pital, listening skill is vital to the 
welfare of the patient.” To im- 
prove this skill, Dr. Bird recom- 
mended “listening training” for 
doctors, nurses, dietitians and hos- 
pital administrators. 


REACHING THE COMMUNITY 


Hospital-community communi- 
cation was discussed by Horace L. 
Lyon, vice president, Carl Byoir 
and Associates, Inc., public rela- 
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tions counsel, New York. Most 
criticism can be overcome by telling 
the hospital story, and to tell your 
story to the community “pick out 
and shoot at the priority targets”, 
Mr. Lyon said. He presented the 
following as priority targets: 

1. The hospitalized and the visi- 
tors—“The patient is a captive 
audience. The visitors are in your 
“salesroom” ...If you miss telling 
and selling these people ... you 
are missing a golden opportunity.” 

2. A trained sales-oriented staff 
armed with customer-oriented pro- 
cedures—”...The story you have 
to tell on hospital costs should be 
thoroughly known by all your staff 
who have contact with patients and 
visitors.” 

3. People of influence in the 
community, or, as they are often 
called, “opinion leaders”—Under 
this category, Mr. Lyon included 
newspaper editors, radio and tele- 
vision reporters, religious leaders, 
government officials, businessmen, 
lawyers, bankers and civic leaders. 
To get opinion leaders’ support 
and to acquaint them with the 
hospital story, “put them to work”, 
Mr. Lyon advised his audience. 
“Let them help you in all matters 
in which they are expert—really 
help, not just hold a meeting, hear 
reports and forget about your hos- 
pital until the next meeting.” 

Mr. Lyon said that people with 
talent are better “targets” than 
people with money. “... Money is 
easier to get than time or talent 
because if the man really has such 
substance it takes only a few min- 
utes to write a check.” 

PHARMACY SESSION 

At a session on recent legislation 
affecting pharmacists, George F. 
Archambault, chief, Pharmacy 
Branch, Division of Hospitals, U.S. 
Public Health Service, said that in 
his opinion regulations curtailing 
hospital outpatient prescription 
practices and the formulary sys- 


tem are not proper matters of con- 
cern to state boards of pharmacy. 


By law, the activities of these 
boards are concerned with licens- 
ing and insuring safe pharmacy 
practice, he said. 

The image of the practical nurse 
was discussed during the confer- 
ence of Catholic Schools of Nurs- 
ing held in conjunction with the 
CHA convention. Charles E. Berry, 
director of the department of hos- 
pital administration, St. Louis Uni- 
versity, said he “would like to see 
responsible persons define some 
clear-cut objectives of the practical 
nurse program. The program he 
recommended would create a prac- 
tical nurse who would be— 

® Qualified to supplement the 
registered nurse force; 

@ Able to care for the comfort 
needs of the patient; 

@ Able to carry out orders of 
physicians in those areas where 
skilled observation and _ special 
knowledge are not necessary; 

@ Able to accept some responsi- 
bility with authority. 

OFFICERS ELECTED 

The Catholic Hospital Associa- 
tion elected as president the Rt. 
Rev. Msgr. A. W. Jess, Camden, 
N.J., and as president-elect the 
Very Rev. Msgr. Clement G. Schin- 
dler of the Diocese of Belleville, 
Ill. The Very Rev. Msgr. Wm. J. 
Monahan of the Archdiocese of 
Denver, was chosen first vice presi- 
dent, and the new second vice 
president is Rev. James H. Fitz- 
patrick of the Diocese of Brook- 
lyn. 
Spartanburg Hospital Suit 
Must Be Tried, Court Rules 


Another development in the 
long-standing controversy between 
the Spartanburg (S.C.) General 
Hospital, a county institution, and 
its radiologists took place last 
month when the South Carolina 
Supreme Court reversed the de- 
cision of a lower court by ruling 
that the case filed by the radiolo- 
gists should go to trial. 

The conflict between the special- 
ist physicians and the hospital had 
been growing in intensity for some 
years, and in January 1959, the 
three radiologists filed a_ suit 
against the hospital asking for a 
declaration that they are entitled, 
as other members of the medical 
staff, to render bills to patients 
whom they serve in the hospital. 
They also sought a declaration that 
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a provision of the county appropri- 


_ation act limiting their hospital 


earnings to $25,000 annually is un- 
constitutional. 

A lower court dismissed the suit 
without trial, holding in effect that 
even if everything the radiologists 
alleged were true, they would still 
not be entitled to a judgment 
granting their request. 


This decision, which favored the 
hospital, was reversed last month 
by the supreme court, thus leaving 
the issues undecided. The higher 
court, however, stated explicitly, 
“We are not to be understood as 
having any opinion as to the merits 
of this controversy.” There was no 
immediate indication as to when 
the trial would be conducted. bal 


AT ANNUAL MEETING— 


Insurance Commissioners Scrutinize 
Hospital Accounting, Reimbursements 


The need for uniformity in hospital accounting methods received con- 
siderable attention at the recent annual meeting of the National Asso- 
ciation of Insurance Commissioners, held in San Francisco. Some method 
of accounting is mandatory before uniformity in hospital accounting can 
be obtained, according to Francis R. Smith, insurance commissioner of 


Pennsylvania. Mr. Smith spoke at 
a meeting of the Reimbursement 
Formula Subcommittee of the 
NAIC. The question of what con- 
stitutes cost can be determined 
only if hospitals recognize the need 
for uniformity in accounting meth- 
ods, he argued. 

F. Douglass Sears, insurance 
commissioner of Maryland and 
chairman of the reimbursement 
subcommittee, agreed with Mr. 
Smith, saying that the determina- 
tion of hospital costs is important 
not only for purposes of reimburse- 
ment, but also because a proper 
cost analysis is the first step in 
setting up more efficient or more 
economical methods of operation. 


MARYLAND PROGRAM 


Commissioner Sears reported to 
the subcommiittee on what Mary- 
land is doing to solve the problem. 
An independent, nonprofit organi- 
zation, Hospital Cost Analysis 
Service, has been established there. 
Its purpose, as described by Com- 
missioner Sears, is to try to estab- 
lish proper methods of uniform ac- 
counting for hospitals. (A full re- 
port on the establishment of this 
service appeared in the March 16 
issue of this Journal, p. 149.) 

Mr. Sears read into the record 
a letter he received from Alfred N. 


-Premo, insurance commissioner of 


Connecticut, dealing with the prob- 
lem of equitable Blue Cross reim- 
bursements to hospitals and with 
the public’s suspicion that “collu- 
sion” exists between the two. 

In his letter, Mr. Premo said: 
“In order to convince the public 
that someone is looking out for its 
interests and to make certain that 


hospitals are not overcharging, it 


is my belief than an independent 
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agency representing the Blue 
Cross, the hospitals and the State 
Government, which would employ 
‘hospital examiners’ similar to 
bank and insurance examiners 
[should be established] to examine 
and audit hospital records and ac- 
counting procedures and satisfy 
everyone that the hospital costs 
are honest and fair.” 


COMMISSIONERS AGREE 


Commissioner Sears remarked, 
“Tt seems that Commissioner Premo 


has in mind similar ideas and 
thoughts as those which were 
initiated in the State of Maryland 
regarding hospital cost analysis 
.. . I never discussed this subject 
with Commissioner Premo and it 
is interesting to note that we are 
in general accord.” 


At the same subcommittee ses- 
sion, Hiram Sibley, secretary, 
Council on Planning, Financing 
and Prepayment of the American 
Hospital Association, reviewed for 
the commissioners the activities of 
the AHA in the fields of account- 
ing, reporting, pricing and reim- 
bursement, He also requested that 
continued assistance and coopera- 
tion be given by insurance regu- 
latory officials to further uniform 
accounting practices in hospitals. 

Depreciation of hospital build- 
ings and equipment will receive 
special emphasis in a study of hos- 
pital third-party reimbursements 
conducted by the NAIC Reimburse- 
ment Formula Subcommittee. The 
decision to renew a review of 
“Principles of Payment for Hospi- 
tal Care” with special attention to 
depreciation was made at the sug- 
gestion of Artemas C. Leslie, legal 
consultant to the Blue Cross Com- 
mission and National Association 
of Blue Shield Plans, who also at- 
tended the meeting. s 


IN CONNECTICUT— 


Flood of Food Poisoning Victims Puts 
New Britain Hospital to Severe Test 


New Britain (Conn.) General Hospital recently won the gratitude and 
admiration of the community by handling 205 victims of acute food 
poisoning with “swift, professional assurance”, as one newspaper edi- 
torial put it. The victims were students and teachers of a high school in 
nearby Berlin who became ill at approximately 1:30 p.m. after eating 


lunch at the school. 

Nearly all the sick were brought 
to the 314-bed New Britain hospi- 
tal; they arrived in private cars, 
police cars and ambulances. The 
hospital put into effect its disaster 
plan. As part of the plan, the hos- 
pital issued a special “Doctor X” 
call to physicians, nearly 60 of 
whom responded before the end of 
the afternoon. 

As each victim entered the hos- 
pital he was handed a towel, then 
routed to await treatment. Each 
was supplied with an emesis basin 
within minutes. Most of the victims 
waited in the emergency room, 
but, as the influx grew, it was 
necessary to place some patients in 
the hospital yard, where some 
chairs were provided for them and 


where they also received prelimi- 
nary treatment. A number of the 
sick, however, had to lie on floors 
and in the yard. 

As quickly as possible the pa- 
tients were assigned to various 
areas of the hospital for further 
treatment and care. The intensive 
care ward was filled first, and then 
the fifth, unfinished floor of the 
hospital. Wires were strung there 
to hold bottles for intravenous in- 
jections. Victims were also given 
injections of Phenergan®. To make 
sure that patients would not re- 
ceive more than one of the latter 
injection, physicians used lipstick 
to mark the arms of those given 
the injection. The less severe cases 
were routed to the auditorium lo- 
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cated in the nurses home. 

By evening most of the victims 
were released, but approximately 
30 were hospitalized overnight. 

Comments on the hospital’s pre- 
paredness for the disaster were 
made by the press, the mayor of 
New Britain Julius J. Kremski, and 
by the hospital’s managing direc- 
tor, Robert C. Kniffen. The hospital 


held a disaster drill approximately 
two months earlier, and Mr. Knif- 
fen commented, “The experiences 
we picked up there were invalu- 
able.” 

Mayor Kremski wrote a letter to 
the hospital which said, in part, 
“New Britain is happy that a work- 
able disaster plan is in effect in our 
hospital.” . 


‘IMPROVED MEDICAL SERVICE’ — 


Pennsylvania Physicians Pioneer 
Program to Avoid Waste, Improve Care 


A “program of improved medical service” is being introduced through- 
out Pennsylvania by the Pennsylvania Medical Society. The aim of the 
program, as described by the society, is “the protection of the public 
and its health care plans against misuse or waste, and the stimulation of 
continuing improvements in the quality of care provided.” 


A booklet describing in consider- 
able detail the functions, purposes, 
method of operation and proce- 
dures used under the program is 
being distributed by the state 
society to member physicians, hos- 
pitals, health care financing serv- 
ices, labor unions, and other inter- 
ested consumer groups. 

Creation of the framework of the 
program was made possible by the 
efforts of the 10th Council or Dis- 
trict of the state society and of the 
four county societies comprising the 
district. This effort was supported 
by hospitals and prepayment and 
insurance agencies. The program is 
intended for application on a re- 
gional basis and it depends on the 
support of the county medical so- 
cieties comprising a given region 
of the state. 


As outlined by W. Benson Harer, 
M.D., board member of the state 
society, the program involves four 
basic steps: 

1. Acceptance of group responsi- 
bility by physicians, acting through 
their medical societies, to insure 
high quality medical care at rea- 
sonable costs. 

2. Organized cooperation by the 
hospitals, Blue Cross, Blue Shield, 
health insurance carriers and 
physicians to serve consumers 
more efficiently. 

3. Development of proper stand- 
ards for the quality, cost and use 
of medical care, and of protection 
principles to guide coverage in 
group plans. 

4. A system of evaluation and 
review procedures to guard against 
misuse, to stimulate improvement 
in performance and, in general, to 
coordinate the servicing and pro- 


tection of the voluntary health 
care plans and the public. 


The operation of the program is 
carried on by four kinds of com- 
mittees. Their names, composition 
and activities are as follows: 

Regional medical care coordinat- 
ing committee, one committee 
within a region, includes repre- 
sentatives of the region’s county 
medical societies. The committee 
establishes contact, routes infor- 
mation and appeals, and generally 
coordinates the activities of the 
participating physicians. 

Censors Committee, one commit- 
tee within a region, includes county 
society representatives. With the 
cooperation and approval of the 
hospitals and the hospital council 
or association of that region, this 
committee supervises the function- 
ing of credentials, tissue and utili- 
zation committees within the par- 
ticipating hospitals. 

Claims review committee, one or 
more per region, is composed of a 
pool of members from medical 
staffs of participating hospitals. It 
evaluates complaints submitted by 
prepayment agencies or insurance 
carriers, and physicians’ com- 
plaints concerning health care 
plans. It makes “advisory recom- 
mendations’’ regarding care 
quality, fees and utilization. Both 
patient and physician involved re- 
main anonymous in cases submitted 
for review by prepayment or in- 
surance agencies. (Patients’ com- 
plaints regarding physicians are 
referred to county society griev- 
ance committees. ) 

Qualifications Committee records 
qualifications of physicians and in- 
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dicates which of them have special- 
ized qualifications. The booklet 
states that “the approach being 
explored is the preparation of 
clinical profiles on the physicians.” 


A “code of prepayment-insur- 
ance protection principles”. estab- 
lished under the program is in- 
cluded in the booklet. The code 
favors continued coverage during 
retirement and temporary unem- 
ployment and coverage through 
public tax funds of all inpatient 
and outpatient care needed by the 


indigent. It criticizes the concept 
of duplicate group coverage, stat- 
ing that “it is unsound to establish 
monetary incentives for being 
sick.” 

In addition, the development of 
a study of relative values “to per- 
mit the establishment of fairly 
consistent, reasonable fees for the 
services of physicians in meeting 
prepaid or insured health care 
needs” has been provided under 
the program. Such a study is cur- 
rently being developed by the state 
medical society, so that it may be 
used when the program of the 10th 
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Councilor District is adopted by 
the whole state. 


Dr. J. Allan Mahoney Named 
Assistant Director of AHA 


The appointment of J. Allan Ma- 
honey, M.D., as assistant director 
of the American Hospital Associa- 
tion has been announced by Edwin 
L. Crosby, M.D., director of the 
Association. Dr. Mahoney also was 
named assistant 
director of the 
Research and 
Educational 
Trust and direc- 
tor of the AHA 
Department of 
Research and 
Statistics. He has 
also assumed the 
duties of secre- 
tary of the AHA 
Committee on 
Research. 

Dr. Mahoney joined the staff of 
the Association in August 1959 as 
assistant director of the Depart- 
ment of Professional Services and 
secretary to the Committee on In- 
fections within Hospitals of the 
Council on Professional Practice. 
Previously he had been group 
captain, Royal Canadian Air Force 
and commanding officer of the 
RCAF Hospital, Rockcliffe, Ont. 


3345 Foreign Medical Scheol 
Graduates Get Certificates 


Of the 6029 graduates of foreign 
medical schools who last March 
took the examination of the Edu- 
cational Council for Foreign Medi- 
cal Graduates, 3345 (55.5 per cent) 
did well enough to receive either a 
standard or a temporary certificate. 
The number of physicians taking 
the examination was nearly double 
that in the September 1959 exami- 
nation, and more than seven times 
the number who participated in the 
first examination given by ECFMG, 
in September 1958. 

In the United States, the exami- 
nation was given to 4909, of whom 
1650 (33.6 per cent) received the 
standard certificate and 1118 (22.8 
per cent) the temporary certificate. 
Of those taking the examination 
abroad, 577 or approximately 51 
per cent received either the stand- 
ard or the temporary certificate. 

Whereas, according to an ECFMG 
summary, the failure rate for those 
taking the examination abroad has 
ranged between a low of 41.6 per 
cent and a high of 49 per cent 
(recorded last month), the failure 
rate in previous examinations giv- 
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en in the United States generally 
remained well under 30 per cent. 
Why nearly 44 per cent failed in 
this country was explained by Dean 
F. Smiley, M.D., executive direc- 
tor of the council. Dr. Smiley said, 
“It would appear that in our five 
examinations, we have qualified 
the best of the foreign medical 
graduates now practicing in our 
hospitals. The fifth examination 
[last March] included many of 
those that had failed previously.” 

The next examination, Sept. 21, 
1960, will also contain a large 
group of foreign medical school 
graduates who have failed in pre- 
vious examinations. Therefore, Dr. 
Smiley said, perhaps even a higher 
failure rate will occur in the forth- 
coming examination. s 


Hospital Tries New Tack 
in Nursing Education 


A new approach to nursing edu- 
cation is being launched in Madi- 
son, Wis. Beginning this fall, the 
three-year curriculum at Madison 
General Hospital will consist of 
one year of academic study at an 
accredited college or university, 
followed by two years of hospital 
study at the hospital’s school of 
nursing. 

Gordon N. Johnson, administra- 
tor of the Madison hospital, said 
it is hoped that the revised cur- 
riculum will strengthen the hos- 
pital’s nursing education program 
and will result in a reduced “drop- 
out” rate at the hospital school 
once the student joins the pro- 
gram after completing her college 
studies. 

During her first year, at the 
college or university, the student 
nurse will take required basic 
science and liberal arts courses 
and receive academic credit for 
them. Following two semesters in 
college she will come to the hos- 
pital campus for her professional 
and clinical studies and practices. ® 


Practical Nursing Schools 
Show 1959 Enrollment Gain 


Practical nursing schools en- 
rolled 23,500 students in 1959, ac- 
cording to an annual survey con- 
ducted by the National League for 
Nursing. This figure represented an 
increase of approximately 2000 
over the 1958 enrollment. 

Admissions to schools of pro- 
fessional nursing showed only a 
slight upward trend: they totaled 
47,797 in 1959, and 47,351 in 1958, 
the NLN reported. 

Diploma programs in hospital 
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and independent schools contin- 
ued to attract the largest number 
of students in professional nursing. 
They admitted 81.4 per cent of the 
new students; baccalaureate pro- 
grams admitted 15.7 per cent, and 
programs in junior and community 
colleges, granting associate degrees, 
admitted 2.8 per cent of the total. 
Both baccalaureate and associate 
degree programs showed a slight 
increase for 1959 in the percent- 
age of students enrolled. 

The NLN commented that the 
lack of qualified teachers and 
teaching facilities may be limiting 
the number of admissions to pro- 


fessional nursing schools. The ca- 
pacity of these schools has nearly 
been reached, yet the number of 
programs has not grown. In prac- 
tical nursing, however, both the 
number of programs (607 in 1959 
compared to 580 in 1958) and the 
number of admissions have shown 
an increase, according to the 
league’s report. ad 


Ohio Court Rules Hospitals 
Liable for Medical Errors 


Nonprofit hospitals in Ohio are 
liable for medical negligence as 
well as for administrative errors 


“> millions of feet of 
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_ committed by their employees, ac- 
cording to a recent ruling of the 
_ Supreme Court of Ohio. 

In a case involving death due to 
alleged malpractice of an unli- 
censed resident in anesthesia at 
St. Elizabeth’s Hospital, Youngs- 
town, the court declared that the 
test of liability for charitable hos- 
pitals is simply, ‘““Was the act done, 
performed in the service of the 
employer, and was the act done in 
the scope and course of the em- 
ployee’s duties.” 

The court further stated that so 
far as nonprofit hospitals in Ohio 


are concerned, their liability will 
be determined “in exactly the same 
manner and according to the same 
rules as any other employer is 
relieved or subjected (to liabili- 
ty)”. 

Charitable immunity for non- 
profit hospitals was eliminated by 
the same court in 1956; however, 
at that time, the question of medi- 
cal negligence or malpractice of 
hospital personnel was not in- 
volved. In the recently decided 
case, the court determined that 
the same principles would apply 
whether the injured party suffered 
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as a result of administrative negli- 
gence or a medical error. The court 
reserved its opinion, however, “as 
to persons working in a hospital, 
such as doctors and nurses, under 
circumstances where the hospital 
has no authority or right of control 
over them”. The court did not 
indicate the circumstances under 
which this reservation would ap- 


ply. 


Subscribers’ Advice Asked 
by New Jersey Blue Cross 


A program designed to obtain 
Blue Cross subscriber participa- 
tion in policy-making is being 
launched by the New Jersey Plan. 
Approximately 1000 subscribers 
will be asked to serve as members 
of a new Blue Cross Subscriber 
Advisory Council created by the 
Plan. 

Names of subscribers who will 
be invited to participate are being 
selected at random; the choice is 
controlled only to assure that the 
new council will have weighted 
representation from such Blue 
Cross enrollment categories as 
group, nongroup, and direct pay- 
ing former group members. 

Hospital Service Plan of New 
Jersey stated that during the year 
the council members serve they 
will receive a number of ques- 
tionnaires designed to help the 
Blue Cross evaluate the opinions 
and attitudes of members con- 
cerning the Plan’s operations, poli- 
cies and the benefits it provides. 

Carl K. Withers, president, said, 
“We hope that the program will 
produce many new ideas as to 
ways in which the Plan may goa 
meet the public’s needs.” 


Added Public Representation 
Provided by Blue Cross Plan 


To provide for increased repre- 
sentation of the public at large, 
Group Hospital Service, Inc. (Blue 
Cross), St. Louis, has amended its 
bylaws to enlarge its board of trus- 
tees to 24 members, 3 more than 
previously. These three will all be 
public representatives. 

At present, the Blue Cross board 
consists of 8 public, 8 hospital and 
5 medical members. Under the re- 
vised board structure, there will be 
11 public, 8 hospital and 5 medical 
members. 

The Plan also adopted an amend- 
ment providing for an increase in 
its executive committee from 9 to 
11, with the 2 additional members 
being public representatives. ad 
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Minnesota University Offers Program 
for Ph.D. in Hospital Administration 


A new program at the Ph.D. level for those who 
wish to pursue teaching and research careers in hos- 
pital administration has been announced by the 
University of Minnesota, Minneapolis. To enter the 
program, a master’s degree in hospital administration 
will be required, either from the University of Min- 
nesota or from a comparable program of another 
university. Course work for acquiring the Ph.D. 
degree will include a major in hospital administration 
and a minor in one of the social sciences or other 
related disciplines, or a double major with one of 
these related fields, according to James A, Hamilton, 
professor and director of the university’s program in 
hospital administration. The general requirements of 
the graduate school must be satisfied, he said. a 


Foot Surgery Hospital Built 
as Adjunct to Podiatry College 


California Podiatry Hospital, said to be the only 
hospital in the world devoted exclusively to the 
treatment of foot ailments, opened recently in San 
Francisco. The new two-level facility is operated in 
conjunction with the foot clinic of the California 
Podiatry College. The first level of the building is 
situated below sidewalk level; the second level con- 
tains a four-bed ward and five two-bed wards. The 
hospital has a number of surgery rooms. Its major 
surgery suite has an observation deck and closed- 
circuit television connecting it directly with the 
classrooms of the podiatry college. s 


Hospital Administration 
Course Opens in Mexico 


A course in hospital administration, granting a 
master’s degree, has been established in Mexico City. 
Conducted by the School of Hospital Administration 
at the Mexico City Medical Center, the course is an 
integral part of the teaching and research program 
of the University of Mexico and the Ministry of 
Public Health and Welfare. The university’s schools 
of medicine, business administration and public 
health, the National Commission of Hospitals and the 
Mexican Hospital Association are cooperating on the 
project. 

The program will consist of nine months of aca- 
demic work, followed by practical experience in hos- 
pitals—one semester in administrative residency, -~ 
another semester in social service. 


‘African Prince’ Arrested 
at Hospital in Connecticut 


A man who over past months has been gaining 
admissions to hospitals throughout the country under 
false pretenses has been apprehended in Connecticut 
by the Federal Bureau of Investigation. Edward Lee 
Woods, who has masqueraded as a crown prince from 
West Africa, calling himself Mujaba Nkabouri Cete- 
wayo, was arrested at Norwalk (Conn.) Hospital on 
a warrant charging him with impersonation. He had 
entered the hospital complaining of stomach pains. 

Last May, Woods was hospitalized for one day at 
St. Vincent’s Hospital, Erie, Pa., where he claimed to 
be suffering from gallstones. The man had previously 
victimized hospitals in other cities. s 
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1960 hospital administrative residents 


Presented here are some of the 1960 administrative residents 
who have completed their classwork and are now beginning 
their internships at hospitals throughout the country. Residents 
not shown here will appear in subsequent issues of this Journal. 


UNIVERSITY OF CHICAGO residents and staff are (from left) front row: William Dowling; 
Richard Osius; Claude Lollar; Larry Ferris; Phil Smith; Aslan Gundas. Second row: Guacalda 
Ubilla (auditor); Norwood Dunn; Claude Weeks; Edward Evans; Leland Harper; Richard Clum; 
Donald Smith. Third row, faculty: David Hatfield; Irvin Wilmot, associate director; Ray E. 
Brown, director; James Connelly; Vernon Forsman, associate director; Sophie Zimmermann, 
coordinator. Charles T. Sweeny and Ralph E. Adams, M.D., do not appear on this photograph. 


UNIVERSITY OF CHICAGO 
Program director: Ray E. Brown 


ADAMS, Ralph E., M.D. (enter- 
ing active administration) 

CLuMm, Richard H., to Donald 
Casely, M.D., medical director, 
University of Illinois Research and 
Educational Hospital, Chicago. 

Dow.LinG, William L., to Lad F. 
Grapski, director, University Hos- 
pitals, Baltimore. 

Dunn, Lt. Norwood C., to Col. 
James W. Humpheys Jr., MC, com- 
mander, Wright Patterson 
Force Base Hospital, Dayton, Ohio. 


Evans, Edward T., to Donald W. 
Cordes, administrator, lowa Metho- 
dist Hospital, Des Moines. 

Ferris, Larry G., to Peter A. 
Volpe, M.D., administrator, Ohio 
State University Hospitals, Colum- 
bus. 

Gunpas, Aslan, to Joseph P. 
Greer, director, Children’s Medi- 
cal Center, Boston. 

HARPER, Leland J., to Frank S. 
Groner, administrator, Baptist Me- 
morial Hospital, Memphis, Tenn. 

LOLLAR, Claude L., returning to 
Field Memorial Hospital, Centre- 
ville, Miss., as administrator. 


Ostus, Richard J., to Stanley A. 
Ferguson, administrator, Univer- 
sity Hospitals of Cleveland. 

SMITH, Donald E., to Edmund J. 
Shea, administrator, University of 
Indiana Medical Center, Indian- 
apolis. 

SMITH, Phil M., to Alexander 
Harmon, director, Cleveland Met- 
ropolitan General Hospital. 

SWEENY, Charles T., to Everett 
A. Johnson, administrator, Metho- 
dist Hospital, Gary, Ind. 

Weeks, Claude L., to Dallas 
City-County Hospital, Dallas, Tex., 
as assistant administrator. 


COLUMBIA UNIVERSITY 


Program director: Clement C. Clay, 

M.D. 

BaER, John E., to Julien Priver, 
M.D., director, Sinai Hospital, De- 
troit. 

CrRULIs, Benita, to Alfred E. 
Maffly, administrator, Herrick Me- 
morial Hospital, Berkeley, Calif. 

CRIOLLOS, Oscar L., M.D., to Ker- 
mit H. Gates, M.D., director, Jack- 
son Memorial Hospital, Miami, Fla. 

Crowpnis, Thomas R. Jr., to Philip 
D. Bonnet, M.D., administrator, 
Massachusetts Memorial Hospitals, 
Boston. 

FALBERG, Warren Carl, to Har- 
vey Schoenfeld, director, Barnert 
Memorial Hospital, Paterson, N.J. 

GoopBLATT, Sherwin Z., to J. A. 
Katzive, M.D., executive director, 
Maimonides Hospital, Brooklyn, 
N.Y. 

(Continued on page 135) 


COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws of the 
American Hospital Association, the 
members are hereby notified of the 
forthcoming meetings in San Francisco 


of the Committee on Nominations. The 


first meeting will be held on Monday, 
August 29, 1960, at the Civie Audi- 
torium from 1:00 to 2:00 p.m. The 
second meeting will be held on Tues- 
day, August 30, 1960, at the Jack Tar 


- Hotel, from 8:30 to 9:00 a.m. The re- 
- port of the Committee on Nominations 


is to be given te the House of Dele- 


ASSOCIATION SECTION 


gates in the El Dorado Room of the 
Jack Tar Hotel, on Tuesday, August 
30, 1960. 

Association members may submit 
names to the committee for considera- 
tion. Officers to be nominated are a 
president-elect, a treasurer for a one- 
year term, and three members of the 
Board of Trustees, each for a three- 
year term. The committee will also 
nominate four Delegates at Large to 
the House of Delegates, each for a 
three-year term. 

The chairman of the Committee on 
Nominations is Ray E. Brown, super- 


intendent of University of Chicago 
Clinics, Chicago 37. Other committee 
members are: Rev. Bolton Boone, 
Methodist Hospital, Dallas 22, Tex.; 
Marshall I. Pickens, Duke Endowment, 
Charlotte 2, N.C.; Albert W. Snoke, 
M.D., Grace-New Haven Community 
Hospital, New Haven 4, Conn.; Frank 
C. Sutton, M.D., Miami Valley Hospi- 
tal, Dayton 9, Ohio; Tol Terrell, Shan- 
non West Texas Memorial Hospital, 
San Angelo, Tex.; G. Otis Whitecot- 
ton, M.D., Highland-Alameda County 
Hospital, Oakland, Calif. 
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COLUMBIA UNIVERSITY residents and staff are (from left) front row: Benita Cirvlis; Morgan 


Martin, M.D. (psychiatric administration, not required to take residency); Henry Olshin; John 
E. Baer; Claude A. Moldaver; Raymond P. Sloan (adjunct associate professor); Clement C. 
Clay, M.D. (associate professor); Alfred F. Popoli; Harold Baumgarten Jr. (assistant professor). 
Second row: Oscar L. Criollos, M.D.; Florence Maltaghati (dropped out of program); Sherwin 
Z. Goodbiatt; Michael E. Shalhoub; Henry Bridge, M.D. (psychiatric administration, not required 
to take residency); Robert J. Robertson; Felix M. Pilla; Monroe O. Mitchel. Third row: Lewis 
Lesser; Arthur Lucks; Kenneth Ramirez-Smith (special student, not required to take residency); 
Leo A. Petit Jr.; Richard Feise (administrative medicine, not required to take residency); Thomas 
R. Crowdis Jr.; Paul L. Selbst; Robert W. Murphy; Warren C. Falberg; Donald P. Teece; Alton 


W. Noyes; Steven Sieverts. 

LEssER, Lewis, to Morrell Gold- 
berg, executive director, Beth-El 
Hospital, Brooklyn, N.Y. 

Lucks, Arthur, to Martin R. 
Steinberg, M.D., director, Mount 
Sinai Hospital, New York. 

MITCHEL, Monroe O., to Martin 
Cherkasky, M.D., director, Monte- 
fiore Hospital, New York. 

MOLDAVER, Claude A., to Elis- 
worth R. Browneller, M.D., medi- 
cal director, Jefferson Medical 
College and Medical Center, Phil- 
adelphia. 

Murpny, Robert W., to John N. 
Bowden, M.D., medical officer in 
charge, U.S. Public Health Service 
Hospital, Staten Island, N.Y. 

NIcEwicz, Frederic C., to An- 
thony J. DeLuca, administrator, 
Griffin Hospital, Derby, Conn. 

Noyes, Alton W., to George Wm. 
Graham, M.D., director, Ellis Hos- 
pital, Schenectady, N.Y. 

OLSHIN, Henry, to Edward 
Kirsch, M.D., executive director, 
Lebanon Hospital, New York. 

Petit, Leo A. Jr., to Robert P. 
Lawton, administrator, Danbury 
(Conn.) Hospital. 

PILLA, Felix M., to Martin S. 
Ulan, administrator, Hackensack 
(N.J.) Hospital. 

Popouti, Alfred F., to Warren G. 
Rainier, director, Mountainside 
Hospital, Montclair, N.J. 

ROBERTSON, Robert J., to Reo J. 
Marcotte, M.D., director, Mount 
Auburn Hospital, Cambridge, Mass. 

SELBST, Paul L., to A. Rosenberg, 
executive director, Hospital for 
Joint Diseases, New York. 

SHALHOUB, Michael E., to Henry 
L. Schmidt Jr., M.D., manager, 
Veterans Administration Hospital, 
Brooklyn, N.Y. 


JULY 1, 1960, Vol. 34 


SIEVERTS, Steven, to Edward V. 
Grant, administrator, Hunterdon 
Medical Center, Flemington, N.J. 

TEECE, Donald P., to Harry C. F. 
Gifford, administrator, Community 
Hospital at Glen Cove (N.Y.). 


Infant Footprinting Made 
Mandatory in New York State 


The New York State Public 
Health Council has passed a regu- 
lation under the State Sanitary 
Code making footprinting of new- 
born infants mandatory, effective 
this month, according to Herman 
E. Hilleboe, M.D., State Health 
Commissioner. A similar ruling af- 
fecting New York City hospitals 
went into effect in October 1959. 

Dr. Hilleboe stated that currently 
more than 50 per cent of the hos- 
pitals in upper New York State 
are footprinting newborn infants. 
Since all hospitals must now do 
this, 15 institutes have been 
scheduled to teach footprinting 
techniques to hospital employees. 
The state correction commissioner 
has appointed members of his 
staff to conduct these institutes. ® 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ARKANSAS 

Stuttgart Memorial Hospital, Stuttgart. 
CALIFORNIA 

Valley Memorial Hospital, Livermore. 
LOUISIANA 

Sisters of St. Joseph Hospital, New Roads. 
NEW JERSEY 

Rahway Hospital, Rahway. 
NEW YORK 

Astoria (L.I.) General Hospital. 


OKLAHOMA 
Johnston Memorial Hospital, Tishomingo 
(Continued on page 136) 
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ecke & COMPANY, 


service to the hospitals of of America 
221 Varick Street © New York 14 


Branches in Los Angeles and 
Sunnyvale, Calif., 
Dallas, Chicago & Columbia, S. C. 


TEXAS 

Neuces County Tuberculosis Hospi- 
tal, Corpus Christi. 

Senior Citizen Center and Hospital of 
Kessler Park, Dallas. 


WEST VIRGINIA 
oe Virginia University Hospital, Morgan- 
wn. 


CANADA 
’s Hospital, London, Ont. 
teen ospital, Toronto, Ont. 


HOSPITAL AUXILIARIES 
“os. of Memorial Hospital—Glendale, 


Marshall Hospital Auxiliary—Placerville, 


Victoria Hospital Auxiliary—Miami, Fla. 
— Ww Hospital Gui d—Ponchatoula, 


Silver Bow Auxili —Butte, Mont. 
My Cross Hospi Auxiliary—Taos, N. 


James ‘Walker Memorial Hospital Auxiliary 
N.C. 


i 
Auxiliary to the McMillan Hospital As- 
sociation—Charleston, W. Va. 


Book reviews 
(Continued from page 107) 


these four regional conferences to 
study this important subject. An 
attempt was made to gather to- 
gether for group study all persons 
having a direct interest and some 
knowledge in this important mat- 
ter. At each regional conference, 
keynote papers were presented on 
the various aspects of the subject; 
the formal presentation of the 
papers was followed by workshop 
sessions. A _ different phase of 
planning was assigned to each 
workshop and prepared questions 
were given to each group to initi- 
ate discussion. Workshop topics 
were: 

1. Planning the proper balance 
between all types of patient care 
facilities. 

2. Planning for distribution of 
patient care facilities in a related 
geographic area. 

3. Planning to overcome eco- 
nomic barriers to development and 
efficient utilization of patient care 
facilities. 

4. Planning individual hospital 
facilities within the hospital sys- 
tem of the future. 

The report includes the speeches 
presented at these conferences and 
summaries of the workshops. It 
also contains fact sheets and tables 
setting forth brief summaries of 
significant information pertinent to 
social considerations and ‘technical 
changes affecting the health field. 
—Kar_ S. Kuicka, M.D. Executive 
Director, Hospital Planning Coun- 
cil for Metropolitan Chicago, Inc. 


Hospital association meetings 
(Continued from page 6) 


12-14 Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hotel) 

17-18 Idaho Hospital Association, Boise 
(Elks Lodge) 

17-18 Oregon Hospital Association, Gear- 
hart (Gearhart Hotel) 

17-20 American Dental Association, Los An- 
geles (Statler-Hilton Hotel) 

17-20 Management Development, Chicago 
(AHA Headquarters) 

18-21 American Dietetic Association, Cleve- 
land (Sheraton Hotel) 

18-21 American Nursing Home Association, 
Washington, D.C. (Mayflower Hotel) 

19-20 Washington State Hospital Associa- 
tion, Spokane (Davenport Hotel) 

20-21 Nebraska Hospital Association, Oma- 
ha (Sheraton Fontenelle) 

24-26 Directors of Hospital Volunteers (Bas- 
ic), Cleveland (Statler-Hilton Hotel) 

24-26 Ontario Hospital Association, Toron- 
to (Royal York Hotel) 

24-28 California Hospital Association, Santa 
Barbara (Miramar and Biltmore Ho- 
tels) 

24-28 Medical Social Work in Hospitals, 
Kansas City (Bellerive Hotel) 

25-26 South Dakota Hospital Association, 
Mitchell (Masonic Temple) 

25-27 Associated Hospitals of Alberta, Ed- 
monton (Jubilee Auditorium) 

25-27 Associated Hospitals of Manitoba, 
Winnipeg (Royal Alexandra Hotel) 

31-Nov. 4 Staffing Departments of Nursing. 
Chicago (AHA Headquarters) 

31-Nov. 3 American Public Health Associ- 
ation, San Francisco (Civic Center) 


3-4 Oklahoma Hospital Association, Okla- 
homa City (Skirvin Hotel) 

7-11 Hospital Purchasing, Chicago (AHA 
Headquarters) 

7-11 Hospital Housekeeping (Advanced), 
New York (Sheraton-Atlantic Hotel) 

7-11 Physical Therapists, Los Angeles 
(Ambassador Hotel) 

10-11 Kansas Hospital Association, Wichita 
(Broadview Hotel) 

10-11 Virginia Hospital Association, Roa- 
noke (Hotel Roanoke) 

14-17 Nursing Service Supervision, Salt 
Lake City (Hotel Utah and Motor 
Lodge) 

14-18 American Occupational Therapy As- 
sociation, Los Angeles (Statler Hilton 
Hotel) 

16-18 Missouri Hospital Association, Kan- 
sas City (Hotel President) 

16-19 National Association for Mental 
Health, Denver (Denver-Hilton Hotel) 

17-18 Arizona Hospital Association, Tucson 
(Hiway House) 

21-22 Credits and Collections, Chicago 
(AHA Headquarters) 

28-Dec. 1 American Medical Association, 
Clinical Meeting, Washington, D.C. 
(Sheraton-Park Hotel) 

29-Dec. 1 Hospital Dental Service (Ad- 
vanced), Chicago (AHA Headquarters) 


1-2 Illinois Hospital Association, Chicago 
(Pick-Congress Hotel) 

4-9 Radiological Society of North America, 
Cincinnati (Netherland-Hilton Hotel) 
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5-7 Hospital Purchasing 
Francisco (Whitcomb Hotel) 

5-7 Medical Record Librarians ( 
Chicago (AHA Headquarters) 


5-8 Nursing Service Roanoke 
(Hotel Roanoke) 
12-14 Labor Relations, Chicago (AHA 
Headquarters) 


12-16 Hospital Design and 
Washington, D.C. (Park Sheraton) 
26-31 American Association for the Ad- 
vancement of Science, Philadelphia 


The smaller medical staff 
(Continued from page 50) 


attainable in a small community 
as in a large one, and social status 
is usually easier to attain. There 
is some question as to whether or 
not educational opportunities in 
the small community are equal 
to those in the large medical cen- 
ter. Admittedly, association with 
academic medicine is much greater 
in the large community. However, 
with the many educational aids 
available to the physician today, 
there is very little excuse if mem- 
bers of a small medical staff do 
not keep up with developments in 
their fields. 

When it is needed, the hospital 
administrator can and should use 
the organized medical staff with- 
out apology. It is agreed that the 
performance of the medical staff 
is the most important factor in 
whether or not a hospital is ac- 
credited by the Joint Commission 
on Accreditation of Hospitals. The 
administrator, therefore, may need 
to insist that the medical staff set 
up and enforce such requirements 
as will guarantee the best possible 
care. Being small is not a valid 
excuse for a hospital’s failure to 
be accredited. 

One of the most useful secondary 
functions the medical staff can 
serve is to advise administration. 
There are many instances in which 
it might be desirable to add or 
improve services. However, we 
cannot consult the customer—the 
patient—because he lacks the 
knowledge to decide whether he 
wants a particular new or im- 
proved service. The medical staff 
and administration, because of 
their knowledge of the value and 
the probable cost of services, share 
a tremendous responsibility. De- 
ciding what actions should be 
recommended to the board of trus- 
tees is one of the greatest known 
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demands for the exercise of con- 
science as well as judgment. 

In the small community hospi- 
tal, then, the functions, duties, and 
aims of the medical staff are basi- 
cally the same as in the large 
institution. Although small hospi- 
tal problems may be peculiarly 
their own, few if any of them 
are totally resistant to solution 
when the board of trustees, the 
medical staff and the administra- 
tion constantly seek to provide the 
best possible care for the patients. 


No lesser goal is worthy of the 
high ideals of medicine and oe 
hospitals of our nation. 


REFERENCES 
1. MacEachern, M. T. Hospital 


2. The Small General Hospital 
tion and Management. Bulletin No. 
Revised Oct. 1 P.36. 
3. Hospital References. Chi- 


4. Burling, ntz, E. M., and Wilson, 
he Many and Take in Hospitals; 
A Study of Human in 


ganization 
ew York: G. Putnam's 


1956. 

5. Miller. B. The critical factors of hos- 
ital y anization. The Hospital Execu- 
ve. March-Apr. 1960 


OBRLD OVER... 


ollr ath STAINLESS STEEL UTENSILS 


provide utmost sanitation 


efficiency 
dependability 


improved URINAL 
Sanitary no-bead rim. 
New thick rim eliminates 
rolled edge and bacteria- 
catching crevices—for 
easier cleaning and sani- 
tation. Heavy gauge pol- 
ished stainless steel, 
completely seamless. 
Made only by Vollrath. 
1%-qt. capacity. No. 8915 


E}rracture BEDPAN 
Also child's urinal or 
douche pan. Smaller, 
flatter, easier to use with 
immobilized patient. So 
convenient for other pur- 
poses, too. The only frac- 
ture bedpan made in 
stainiess steel. Conforms 
to most rigid sanitary 
standards. No. 8902. 


insulated BEDSIDE 
PITCHER—new, low, 
wide design. Easy for pa- 
tient to use. Wide bottom 
prevents tipping. Wide 
mouth and removable 
cover for thorough, easy 
cleaning in dishwashing 
machines. Unbreakable 
solid construction. Perm- 
anently insulated. Holds 
1 qt. No. 8131. 


First in stainless stee/ utensils for the medical profession 


THE VOLLRATH COMPANY 


SHEBOYGAN, WISCONSIN 
Sales offices and show rooms: New York, Chicago, Los Angeles 
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Personnel changes 
§ Continued from page 117) 


sor of St. Joseph’s Hospital, Joliet, 
Ill., and assistant administrator, St. 
Mary’s Hospital, La Salle, lll., be- 
fore coming to Chicago. 


@ Sister Mary Clare (see Sister De- 
Chantal item). 


@ Robert A. Tittle has been ap- 
pointed administrator of Humph- 
reys County Memorial Hospital, 
Belzoni, Miss. He was formerly 
administrative assistant at Jack- 
son Memorial Hospital, Miami. Mr. 


_ Tittle holds a master’s degree in 


hospital administration from 
Northwestern University. 


@ Richard M. Vogel (see Eva Weiss 
item). 

@ Eva Weiss, assistant adminis- 
trator of Southern Division of Al- 


bert Einstein Medical Center of 
Philadelphia, has been promoted 


but only 
one 


Ident-A-Band’ 


Registered trade-mark of 


_HoLlstere 


633 N. ORLEANS ST., CHICAGO 10, ILLINOIS 
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to center-wide staff, to work on 
special projects. 

The Albert Einstein Medical 
Center also announced that Bernard 
M. Weinstein has been promoted 
from second to first assistant ad- 
ministrator of the Southern Divi- 
sion, and Richard M. Vogel has been 
appointed second assistant admin- 
istrator at that division. 


@ Bernard M. Weinstein (see Eva 
Weiss item). 


@ W. Park Woodrow has been ap- 
pointed administrator of Stetson 
Hospital, Philadelphia, succeeding 
Elton W. Barclay, who was recently 
appointed administrator of J. Lewis 
Crozer Hospital, Chester, Pa. Mr. 
Woodrow is a graduate of Swarth- 
more College, Swarthmore, Pa., 
and of the University of Penn- 
sylvania graduate school. Prior to 
his recent appointment he was di- 
rector of public relations and as- 
sistant to the administrator of 
Jeanes Hospital, Philadelphia. 


@ Carney W. Wright has been ap- 
pointed assistant administrator of 
the University of Tennessee Me- 
morial Research Center and Hos- 
pital, Knoxville. He was admin- 
istrator of Tennessee Tuberculosis 
Hospital, Chattanooga, until 1956, 
and then administrator of River- 
side Hospital, Paducah, Ky. 


Special Notes 


Forest Hospital, Des Plaines, IIl., 
has received a certificate of ap- 
preciation for outstanding service 
to civil defense from the Office of 
Civil and Defense Mobilization. 
The hospital was commended for 
participating, voluntarily and at 
its own expense, in the develop- 
ment of awareness in the capabili- 
ties of mental hospitals for civil 
defense. 

Morris B. Squire, administrator 
of the hospital, received the cer- 
tificate on behalf of the hospital. 


> George E. Moore, M.D., director of 
Roswell Park Memorial Institute 
of the New York State Health De- 
partment, Buffalo, was awarded 
the Buffalo Club medal for his 
achievements as a surgeon, scien- 
tist and humanitarian. The medal 
was presented for the “dedication 
and skill...shown during a life 
devoted to research and science in 
a field of importance to the citi- 
zenry of the world”. 


> Janet Robinson, volunteer at St. 
Francis Hospital, Evanston, IIL, 
was named the volunteer of the 
year of the Chicago area in a pro- 
gram cosponsored by the State 
Street Council and the Welfare 
Council of Metropolitan Chicago’s 
Volunteer Bureau. In the last 12 
months Mrs. Robinson has worked 
nearly 700 hours as a volunteer, 
giving what the hospital called 
“magnificent service’. 


> Esther J. Tinsley, administrator of 
Pittston (Pa.) Hospital since 1913, 
has been named “the most coop- 
erative citizen of 1959” by the 
Scranton Press Photographers As- 
sociation. She received this award 
because of her cooperation with 
the press during the Pittston Knox 
Mine Disaster. 

Miss Tinsley is also the recipient 
of the Greater Pittston “woman of 
the year” citation of the Business 


_ and Professional Women’s Club. 


> R. C. Williams, M.D., former direc- 
tor of the Division of Hospital 
Services, Georgia Department of 
Public Health, received a silver 
tray and high commendation from 
the Georgia Hospital Association 
for his “able and devoted leader- 
ship” which has “resulted in a 
system of voluntary hospitals in 
Georgia that equals or surpasses 
any standard throughout the na- 
tion”. Dr. Williams retired as as- 
sistant surgeon general of the U.S. 
Public Health Service in 1951 after 
34 years of service, and joined the 
hospital services division in At- 
lanta. During his service 50 new 
hospitals were constructed in the 
state and 21 hospitals made addi- 
tions or alterations, the health de- 
partment said. 


Deaths 


Lavretta Paul, 58, died April 12 
after many years of service in the 
hospital field. At the time of her 
death she was controller and as- 
sistant administrator of Wm. Booth 
Memorial Hospital, Covington, Ky. 
She had assisted in the building 
program of Community Hospital, 
Altmont, Mich., which opened in 
1958, and had been board member 
of Michigan Hospital Service (Blue 
Cross) (1951-1954) and vice presi- 
dent of Michigan Hospital Associa- 
tion (1950 and 1952). 


HOSPITALS, J.A.H.A. 


| 
ALL AINDS 
of BANDS EL 
— 


HOSPITALS 


oer 


THE STANDARD 
STATISTICAL AND DIRECTORY REFERENCE 


OF THE HOSPITAL FIELD 


AUGUST 1—IN TWO PARTS 


PITALS, Journal of the A.H.A. 


840 North Lake Shore Drive—Chicago 11, Illinois 


HOSPITALS 


JULY 1, 1960, VOL. 34 


| 
HOSPITALS HOSPITALS HOSPITALS HOSPITALS © 


ea? 


= 


JULY 1, 1960 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction: 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


12 S. Blickman hot food carts, complete 
with soup wells, heated drawers, storage 
compartments, excellent condition. For 
further details and price, please write 
Mr. Leo J. Kodeski, Sa pee Agent, The 
Niagara Falls Memorial Hospital, Niagara 
Falis, New York. 


X-RAY EQUIPMENT: Picker 200 m.a. 
“Minograph” 4.10 inch stereo-photoroent- 
en, phototimed. Standard “Filexray” 220 

therapy, superficial and deep. Stand- 
ard 400 constant tential therapy. 
St. Joseph Hospital, , Mlinois. 


WANTED 


EXCEPTIONAL OPPORTUNITY: A dy- 
namically expanding, nationally recog- 
nized company has immediate require- 
ment for man with HOSPITAL SAT*S 
BACKGROUND to become a “FIELD 
SALES COORDINATOR” for an aggres- 
sive organization which has developed and 
is continuing to develop advanced hospital 
patient service systems. If the challenve 
of promoting and supplementing the sell- 
ing efforts of our field representatives in 
your own territory attracts vou...If you 
have the initiative and follow-through 
ability with hospitals, administrators, 
architects and engineers from specification 
to closing levels... Excellent salary, sup- 
nlementary compensations and benefits. 
Please revly to: SUNBEAM LIGHTING 
COMPANY, 777 East 14th PLACE, Los 
Angeles 21, California. 


SALES REPRESENTATIVES 
for 3 multi-state territories 
(1) Louisiana-Mississippi & Alabama 
(2) Wisconsin & Tlinois 
(3) Michigan & Indiana 
to sell hospital and institutional Furniture 
thru dealers. Experienced in contract or 
hospital selling field preferred. Excellent 
permanent opportunity with tov manu- 
facturer for high earnings. Include full 
resume. Address HOSPITALS, Box J-91. 


POSITIONS OPEN 


CHNICTAN—Laboratory: new, air-con- 
ditioned building: A.S.C.P. membership 
desirable but not essential: in apvlying 
give qualifications and references: liberal 
vacation, sick leave and fringe benefits: 
salary open. Apply to Mr. Donald E. Gil- 
bert, Administrator. Brockton Hospital, 
680 Centre Street, Brockton, Mass. 


LABORATORY AND X-RAY TECHNI- 
CIAN in small, 62 bed County General 
Hospital within 30 mile radius of several 
good-sized cities. Excellent beginning sal- 
ary with very liberal fringe benefits. Con- 
tact Murphy, Administrator, Mercer 
County Hospital, Aledo, Tilinois. 
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JUNIOR ASSISTANT HOSPITAL ADMIN- 
ISTRATOR—$7396 to $8748 annually; col- 
lege graduate; completion of postgraduate 
course in hospital administration; experi- 
ence in hospital administration preferred. 
Sound annuity and pension system includ- 
ing social security. Liberal paid holiday, 
vacation, medical and life insurance and 
sick allowance. Formal application must 
be on file by 4 PM Au 3, 1960. MIL- 
WAUKEE COUNTY IVIL SERVICE 


waukee 3, 


DIETITIAN: Preferably A.D.A. member 
for 135 bed general hospital located in 
rural Delaware close to shore resorts. 
Hospital is beautifully situated and well 
equipped including a Nurses Training 
School with a capacity of fifty students. 
Good personnel policies, and salary com- 
mensurate with ability and background. 
Apply G. R. Lorenz, ator, Mil- 
ford Memorial Hospital, Milford, Dela- 
ware. 


INSTRUCTORS IN MEDICAL AND SUR- 
GICAL NURSING AND MATERNAL AND 
CHILD CARE. Titles assistant professor. 
New associate in Science two years col- 
legiate program being develo . Masters 


weeks summer session each year. Excel- 
lent salary. Good personnel policies. 
Lovely city. Apply chairman, Department 
of Nursing ucation, Marshall College, 
Huntington, West Virginia. 


DIRECTOR HOSPITAL DIETARY SERV- 
ICES: National Management company 
offers executive opportunities in Dietary 
Department management. Applicants must 
be mature, career-minded men with an 
accredited college and/or work back- 
ground. Prefer men between 25 and 35 
years of age, however, age is secondary 
experience and qualification. Recent 
college graduates considered. Neat appear- 
ance, pleasant personality, and ability to 
get along with people of prime impor- 
tance. ture gro with organization 
only limited by ability and ambition! To 
interview, reply HOSPITALS, 
x J-93. 


ADMINISTRATIVE DIETITIAN for 200 bed 
hospital, eastern Ohio. with 
maintenance, vacation, sick nefits, and 
other benefits such as Blue Cross, Blue 
Shield and Social Security are available. 
Apply to Nell Robinson, Capermgnrant, 

e East Liverpool City ospital, East 
Liverpool, Ohio. 


NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
gee Two full time M.D.’s, four Nurses 
all gents & Techniques. Modernization 
rogram going on. Two and one-half hours 

m Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal. Norwich, Connecticut. 


DIETITIAN: Therapeutic ADA member, 
325 bed hospital in beautiful western sub- 
urb of Chicago. Big city advantages with- 
out the drawbacks. Salary—_$425-450 r 
month including meals. 1 month vacation 
and other liberal benefits. Apply Miss M. 
L. Schoeneich, Chief Dietitian, Memorial 
Hospital, Elmhurst, Illinois. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, I). 


Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food ice Managers. All inquiries from 
applicants are kept strictly confidential. 


ERTISING 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 


900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Adm., 200 bed 


med. ctr.; bldg. program, 400 beds; $15- 
18,000; (c) Adm., dual rk project 135 
beds; rapidly growing S.W. city; start 
$10,000 up; (d) Asst. Adm. bldg. program 
under way to 500 beds; winter resort city 
on Mexican Border; progressive adm.; 
ood financ. opport.; (e) t. Adm. 165 
beds hosp.; recent grad. ref.; Great 
Lakes; $6000 (f) Nurse, male or female, 
manage new convalescent home near Ver- 
pon ski resorts; attractive salary; 


ADMINISTRATIVE PERSONNEL; (a) 
Adm. Asst., large M.W. hosp.; exc. sagest. 
for advance; $7300—$8800; (b) Bus. i 
brand new 75 bed hosp.; historical : 
city; (c) Personnel-Public Relations Dir., 
300 bed progressive hosp.; college town; 
top salary; (d) Food Director, large hos- 
— So.; to $10,000; (e) Engineer eastern 
$7,500 up; 


ANESTHETISTS: (a) Anest., joint staff 
brand new 150 bed hosp.; Deep S., to 
$9000; (b) Respons. for service small 
clinic, co e resort town near Mex. Bor- 


staff, 100 bed Fla. hosp., near beaches; 
gre 


DIETITIANS: (a) Chief, 300 bed hosp. 
near N.Y.C.; up; (b) Charge of 
dietary facility, expandin hosp. suburb. 
Chicago; $6000 up; (c) era; 250 bed 
hosp.; fashionable Fla. Ocean resort; $5000 


DIRECTORS OF NURSING: (a) Dir., 
Serv. and school, 90 students: 300 bed 
hosp.; commute N.Y.C.; to $10,000 start; 
(b) Dir. of Nurs.; 165 students; 400 bed 
hosp.; E. seaboard med. ctr.; top salary; 
(c) Dir. of Nurs., 400 bed univ. affil. 
hosp., 200 students, N.L.N. school; at- 
tractive salary plus furn. apt.; So.; 
Dir. of Nurses, renowned rehabilitation 
bed hosp.; M.W. $8000 up; 


EXECUTIVE HOUSEKEEPERS: (a) Exec. 
Hskpr. also charge of laundry, medium 
hosp., Colorado; exc. financ. opport.; (b) 
Manage hskp. activities, 300 bed hosp.; 
-$6000; 


FOREIGN OPPORTUNITY: Nurses, staff, 
supervisory, O.B., O.R. experience $7200- 
pant lead. oil company overseas opera- 
tions; 
H 7-7 


MEDICAL RECORD LIBRARIANS: (a) 
Dir., 350 bed univ. research ctr.; high 
professional opport.; South; (b) Chief, 
130 bed hosp.; most ideal year round cli- 
mate; progressive city; busy seaport, Alas- 
ka; -6000 start. (c) Dir., brand new 300 
bed hosp., eventual expansion 500; dept. 
of 15; ability organize school; $6-7200: 
Chicago; 


MARY A. JOHNSON ASSOCIATES 
11 West 42nd Street, New York 36, N.Y. 


A SELECTIVE PLACEMENT BUREAU FOR 
MEDICAL AND HOSPITAL PERSONNEL 


We welcome inquiries for the many chal- 
lenging opportunities we have for Admin- 
istrators, Physicians, Nursing Executives, 
Medical Record Librarians, Dietitians. 
Laundry Managers, and all other Medical 

negotiations confidential. 
No registration fee. J 
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hosp., all modern equip: college town peer 
COMMISSION, Room 206, Courthouse, = resorts, Wis.; top salary; (b) Adm.., st. 
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degree required. College ho ys. ea 
academic - (9 months) and one six | 
der; $9000: (c) Join Staff new modern 
surg.; close to Carmel-By-The-Sea; San 
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POSITIONS OPEN 


STAFF PHYSICAL THERAPIST: Willing 
to consider recent graduate. In and out- 
t work. Well oqiapee department. 


ti 
Hospital Casper, Wyo- 


DIETITIAN: for 60 bed JCAH aoqrerss 
nospital experience. open. Apply 


Ralph Tarr, Administrator, Grand Haven 
Municipal Hospital, Haven, Michi- 
gan. 


DIRECTOR OF NURSES: Degree, ability 
to organize and lead, excellent —— 
within easy reach of New York Sy: 
. Contact: Medical Personne Pro om 
cy, ‘East 42nd Street, New York 17, 
ew York. 


ADMINISTRATOR for Chronic hospital 

137 beds. Excellent opportunity for expe- 

rience and willing individual. All applica- 
n writing and l be 

treated in confidence. Address: 

Cohen, c/o, Jewish Hospital of Ho 

ada. 


LIBRARIAN—Medical record; registered 
or eligible for 260-bed general 
hospital; pleasant working conditions; fine 
medical staff relationships; progressive 
administration, salar ef open; submit com- 
plete resume to R Hunsaker, Assistant 


Administrator, Brockton Hospital, 680 Cen- 
tre Street, Brockton, 


OUR 63rd YEAR 


WOOD WAR 


FOORMERLY 


\.Wabash-Chirase 
RAndolph 6-5682 


ADMINISTRATORS: (a) Assoc dir, entire 
Prog, lge co, sevl industries, 28 plants; 
cal med as applied to elaborate execu- 
tive hith pro yng, personable, cert 
inter w/me Loge $25-30, 
Calif; recomm ‘a tb) New 200 bd genl 
hsp; about $18,00 -4 suburb, "Tee 
v city; MW. (c) New corp; 150 bd hsp; 
well-financed; req’s season ‘adm, skilled 
of successful hsp oper; gd 
be profit sharing; warm climate. 
genl; will oy 3 mos before 


opening, early 61; reqs 3 yrs exp; 
(e) Asst; 700 bd full apprvd; able assume 
duties of adm dur absence; $12,000; 


. (f) Pref w/adm res 


p 
rt to ACHA; 
coll; cultural ral city: So. 
sp) Adm ofc; univ hsp, 650 uties, 

clin diagnostic labs; hd status; 


ADMINISTRATIVE POSTS: (i) Admin 
Asst; to be trnd for asst adm; accred, 
univ affild 325 bd hsp; outstndg facility; 


about $8500; cultural coll twn, 1 a 
) Comptroller; qual ~ into 


full accre = hsp; to $10,000; 
Personnel x organize dept to be 
created; 600 med schl affil hsp; sal 
open; lge city; univ med cntr; Cen 
DIRECTOR OF NURSES: (1) Full chge 
nurs’g serv, in-serv trn , , 120-bd ap- 


nearly 200. serv; pref 
genl hsp; lge city, resort 


EDUCATIONAL DIRECTOR: (0) Res 
only to adm for 85 stud in temp NLN 
accred sch; excl o rufi"agered --4 dir seekg chal- 


lenge A... secure apprvd 
g hsp; $6500 min; 

chge vo p 
uw un rt city 200,000. 


FOOD SERVICE MANAGER: /( 1 of 
est hsps in So; in 

managemen ; now ex- 
pending: approx ; ige city. 
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DIRECTOR OF SERVICE: 242 
bed, general, accredited hospital. - 
ence desirable. Excellent starting sa ; 
Progressive policies. Write James G. Carr 
Jr., Administrator, Memorial Hospital of 
Natrona County, , Wyoming. 


EXECUTIVE SECR’Y FOR ADMINISTRA- 
TOR: Typing 50-60 W.P.M., shorthand— 
neat, ae personable, experienced. 


SUPERINTENDENT OF NURSES: for 60 
bed JCAH approved general 
nece open pply 
Ralph Tarr aenintetvokos, Grand Haven 
Municipal capital Grand Haven, Michi- 
gan. 


Infermetien abevt 
QUALIFIED NURSE PERSONNEL 
is available from the 
American Nurses’ Association 
PROFESSIONAL COUNSELING & 
PLACEMENT SERVICE 


10 Columbus Circle 
New York 19, N. Y. 


MEDICAL RECORD LIBRARIAN: 
pervise Record Department in a modern, 
100-bed general hospital. 40-hour work 
week, paid holidays, liberal vacations, 
sick medical and hospital in- 
surance and other benefits. Send resume 
to Administrator, A. O. Fox Memorial Hos- 
pital, Oneonta, New York. 


POSITIONS WANTED 


ADMINISTRATOR—39, seeks new position 
anywhere U.S., 15 years administrative ex- 
perience. Address HOSPITALS, Box J-92. 


ADMINISTRATION Interested in 
in Hospital Administration. B.S. degree; 


chemistry; research we 
or area. Address , Box 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Ilinois 


Asst. Adm.: B.S. Bus. Adm.; —— since 
completing residency, tehg. hosp., has 
served as its personnel dir. 


PATHOLOGIST: Diplomate; FACP; 8 
years dir. of Path., 350 bed gen. hosp.. 
consultant, several others. 


RADIOLOGIST: univ. in 
rad., incl. radioisoto ¢ 
lomate (Diag. & 


years group assn. 
Thera. Rad.). 


OUR 63rd YEAR 


MHA; 8 yrs, 


INISTRATORS: (a) 
Asst Adm, 275 bd genl, vol hsp; seeks, 
adm, hsp, 100 bds up; early 30’s; NACHA. 
(b) MHA, Minn; pee 8 yrs. Asst adm, 250 


bd vol genl hs limi tential for 


advanc; seeks a hsps 1 bds up or 
asst hsps 500 bds u ; age 39; MACHA. (c) 
Asst; B.S. (Accounting) ; M.S., 
2 yrs, Bus 80 hsp; 


Asst, 700 D; nominee, Aa seeks 
e fully-apprvd e 

(d) Asst; A; 3 yrs, Adm Asst 

genl hsp; seeks hsps, 150 bds up; aiddle 


ANESTHESIOLOGIST: 34; 5 yrs, priv 
pract, anes; Rg warmer climate; seeks 
chief, lige w/out tchg oppor; 
Dipl. excel 


PATHOLOGIST: 3 yrs, tchg, 5 yrs, Chief, 
path; 400 bd hsp; chief, tehe or 
where res prog a developing: pl; 


both brnchs; late 30's 


RADIOLOGIST: 15 Rin chief & consultant, 
4 smaller hsps; chiefshp, lige hsp: 
any locality; Di Dipl dia Pm & ther; some iso- 
tope ; middle 40’ 


Publications eveilable only to AH A member groups 


American Hospital Association 
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840 Nerth Lote Shore Drive 
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ming. 
benefits, extremely interesting position. eee 
Send complete resume & enclose photo 
(recent). Address HOSPITALS, Box J-95. ee 
MA Ai 
WOOD WAR 
til 
RAndolph 6-5682 
f } 
increasg $14,000; W 
complited; full accred 300 bd vol geni hsp; — 
to $10,000; report to MACHA; twn 70,000; ai’ 4 
SERVING a 
AUXILIARIES “ 
WITH 
; SEGAL, 
0 
PUBLICATIONS 
/ 
Patterns ond Principles fer Hespite!l Avxiliories $1.50 
A description of the steps to take in orgenizing new auailieries. | | 
Advice on principles of procedure os well as on mechonics of | )\ 
operation is offered 
The Velunteer in the Hospital $2.35 \ 
This intended porticulerly for the edministreter, wes 
prepored to give assistonce in establishing stonderds and beosic 
gviding principles for volunteer service in the hospital. \ | 
The Teen-Age Volunteer in the Hospital 65¢ \\ 
This booklet wos published to help hospitals develop well. \ 
plonned teen-oge volunteer programs. The booklet should be \ 
veed in conjunction with the comprehensive volunteer monvel \ 
Guide, Membership and Public Relations for Wemen's Heospito/ \ 
Auxiliaries $1.50 ‘ 
Designed to assist auxiliaries in planning membership programs 
which will broeden public understanding of the hospital end 
stimulate membership in the covuxiliery 


ADVERTISER'S INDEX 


JULY 1, 1960 
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. . . The Solution to the Chipping Problem! 


The unique feature of “No Chip” Pots 


is a metal tip spout permanently attached @ MTS-#10 TEAPOT, 8 oz. 
to heavy, fireproof Hall China. The metal tip Lrailable with 


spout protects the pot—it can’t chip. @® _MTs-#40 COFFEE or 


CHOCOLATE POT, 8 oz. 


These pots have successfully passed severe 
simulated service tests. Hot water doesn’t 
affect them. They are sanitary; white inside. . . 
keep their fresh, new look long after other 
ware has to be replaced. They will not 

impart taste or taint to the beverage, and 

are easy to clean and sterilize. 


Now produced only in the two shapes 
illustrated, in 1% cup size (8 oz. capacity) 
for tea, hot water, coffee and chocolate service. 
Available in 26 beautiful underglaze colors 
through your hotel supply dealer. 


THE HALL CHINA COMPANY - EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking Chine 


HALL CHINA POTS with Metal Tip Spout 
- 
>" 
j 
//} 
/ AVANABLE / N 
IN 26 BE 
AUTIFL4 CO 
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a low cost practical 
technic for the small 


INFANT-FORMULA 
ROOM 


The Amsco electric heat Model 832 Formula 
Sterilizer enables hospitals with one tv eight bassi- 
nets to carry out advanced techniques formerly 
possible only with large capacity equipment costing 
much more. Its capacity of 32 four or eight ounce 
bottles is ample to serve eight bassinets, using two 
cycles per day. The Model 832 requires minimum 
attention from the operator because complete cycling 
is automatic and forgetproof according to the time, 
temperature and exhaust settings selected. 


nearon Permits a Modern Formula Room 


in the minimum area. 


With the model 832 as the basic unit, Amsco has developed 
special techniques and complete equipment suitable to 
Formula Room planning for the small nursery. Layout and 
equipment are fully in harmony with the most advanced 
standards of infant formula processing and work simplifica- 
tion... yet the space requirements and all-inclusive costs 
are extremely modest. 


For complete information on the 
small Infant Formula Room, write 
for bulletin SC-319. (Hospitals 
with larger nurseries should re- 
quest brochure $C-320R.) 


GieAMERICAN 


STERILIZE 


ERIE*sPENNSYLVANIA 


World’s largest Designer and Manufacturer of Surgical Sterilizers, Tables, 
Lights and related equipment. 


Nerth First Street a 
¥, 
Ang. Arbor, Mich. 
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